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The following lectures, whicli form a smail 
i part of those delivered by me dnring the last 
twenty years, were reported by a sborthand 
writer, and were pablished from time to time 
in various medical jonmals. I have tbongbt it 
well to collect them, and to pnblish them with- 
ont attempting to alter their form, or to modify 
the views contained in them. I trust they 
may prove of mtere«t to thoBe who heard them, 
I and possibly to others. 

36 CAVB5DISH Squabb, 
SepUtaber 1895. 



CONTENTS. 



. On Sl'bgicai, Diaqnobis .... 

fBriliih Medical Journal, Ootober 23, 1875) 
!. On Bacbo-Iliac DiasASB .... 

{Brituh Medical Jownial, December 16, [876) 
I 3. On DiBqABHS or the Tongue 

(British Medical Jaarnal, April 21, i8KS| 
I 4. On Kbtkntion of Urine .... 

{Britiah Medical Journal, October 27, (888) 
15, On Common Dibbabbs op the Bbeast 

(Britith Medical Journal, Maj 1 1, tSSg) 
[ 6. On Oabhs of Sabcoma .... 

{Lancet, Janoary 7. 18S8) 
[ 7. On Ovaeiotomt 

(Lancet, Jolj 7. 1888) 

1. On Tumours op the Sorotum . 

{Lancet, October 27, 1S8S ; January 10, 1891) 
u On Fractubes op the Upper Exteemiti- 

{Lancet, Jannarj 12, 1889) 
fio. On Bub»b and Soalds .... 

I Lancet, May 25, 1S89) 



X CONTENTS. 

PAGE 

11. On Anbubysm . 205 

{Lancet f February i, 1890) 

12. On Stbangulated Hebnia .... 226 

{Lancet, May 24, 1890) 

13. On Malignant Diseases of the Bbeast 245 

{Lancet, May 9, 1891) 

14. On Whitlow ....... 264 

{Medical Times and Gazette, June 18, 1881) 

15. On Sobe Thboat 270 

{Lippincott^s International Clinics, July 1891) 

16. On Sub-Pebiosteal Resection of the Tibia . 284 

{Medical Examiner, June 15, 1876) 

17. On Intestinal Obstbuction . . . .302 

{Medical Examiner, July 5, 1877) 

18. On Dislocation of the Femub . . .324 

{ClinicalJoumal, December 27, 1893) 

19. On a Case of Pyemia 340 

( Clinical Journal, March 6, 1895) 

20. On Latebal Cubvatube of the Spine . . 358 

{British Medical Journal, March 16, 1895) 

21. On Stone in the Bladdeb . . . .368 

{British Medical Journal, June i, 1895) 

22. On Habe-Lip 385 

{I^actitioner, August, 1895) 




LIST OF ILLUSTRATIONS. 



1. Belt for sacro-iliflo discaae 

2. Sitrcotne of thigh . 

3. Sarooma of humerus 

4. Stticoma after amputatioa 

5. Catr's aplinta for Colles' fracture 

6. Splints for fore-arm 
•J. Sling for fore-arm . 

S. Spliata for fractured haroerns 

9. Sayie's plaster for fractured clavicle 



13- 



16. 



Webbed elbow after bum 
Cicatrix of neok and eversioc of lip 
„ face with everaion of lip 
14. „ „ „ ., after operation 

;5. Incision for strangulated scrotal hernia . 
,. „ femoral hernia 

[7. Sae largely opened with escape of bowel 



xu 



LIST OF ILLUSTRATIONS. 



PIG. 

1 8. Diagram of intnssnsception . 



»» 



»» 



»> 



19. 

20. Diagram to illustrate faecal return 



21. 
22. 

23. 

24, 

25. 

26. 
27. 
28. 



>» 



n 



11 



11 



M 



«> 



>l 



l> 



«> 



n 



)) 



I) 



Frozen section of pelvic organs (Garson) 
„ „ showing distension of blad 

rectum (Garson) . 

Single hare-lip 

Double hare-lip 

complicated by division 
alveolus 



it 



>i 



SUKGICAL DIAGNOSIS. 



Gentlemen, — As the Holme Professor of Clinical 
Surgery, it is my special duby to instrnot yon to 
the best of my ability in the diagnosis and treat- 
ment of surgical disease and injury. Much of 
my teaching must neceseariiy be at the bedside ; 
but the clinical lecture which I shall deliver each 
Monday in this theatre will give me the oppor- 
tunity of commenting more freely upon the cases 
you will find in the wards, than would be con- 
venient before the patients themselves. The 
weekly clinical examinatiou of actual patients 
by yourselves, or, at least, by the seniors of the 
class in your presence each Friday, will also, I 
hope, help to train you iu the diagnosis of 
surgical cases ; and I propose to devote this 
lecture to giving you some practical hints on the 
subject. 

Many surgical injm'ies and affections are so 
obvious that no great skill is required for their 
recognition ; but, on the other hand, similar out- 



2 ON SUEQICAL DIAGNOSIS, 

ward appearances may depend npon very different 
causes ; and it is here that the surgeon's skill in 
diagnosis gives him the advantage in prescribing 
appropriate treatment. Symptoms may be con- 
veniently divided into '' objective " and ** subjec- 
tive"; the former being those open to the 
observation of the surgeon, the latter those 
experienced only by the patient. It is to the 
objective symptoms of disease and injury that I 
propose to direct your attention to-day ; for I do 
not mean, on this occasion, to bring a patient 
before you, but simply a living model with no 
special ailment, to illustrate some points in dia- 
gnosis. 

It must be your great object to cultivate your 
eye, hand, and ear ; and you cannot safely omit 
the use of any one of the three. Practically, 
one uses, as a rule, the ear first ; because you 
are bound to hear something of the patient's own 
account of his ailment, in order to know to what 
part of his frame you are to direct your atten- 
tion ; though you must not put too much trust 
in a patient's own account, and still less in his 
diagnosis of his own malady. Thus, pain re- 
ferred to the knee frequently depends upon 
disease of the hip, and pain in the loins from 
supposed kidney disease, upon stricture . of the 
urethra. The eye will take in many of the 
leading features of a case at a glance, such as 
the general aspect of the patient, his mode of 
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walking or standing. &c. ; and, when the affected 
part is exposed to view, it will in many cases, if 
sufficiently practised, complete the diagnosis. 
Let me warn you, however, against '■ jumping to 
conclnsions " too rapidly ; for those who are 
foolish enough to pride themselves on rapidity in 
diagnosis not unfrequently make mistakes, which 
a little more time would have enabled them to 
correct. You can no more afford to leave out 
steps when tracing the nature of a case by pro- 
gressive induction, than you can venture to omit 
one or more tests when examining a, complicated 
fluid in the chemical laboratory. Lastly comes 
the hand, which may require to be fitted with 
various instruments for special purposes ; but 
which, in its simplicity, is the surgeon's most 
powerful ally if properly educated. The mach- 
talked-of tactus aritditus is to be acquired by all 
who will take the trouble to practise their fingera 
in the manipulation of healthy and diseased sub- 
jects, and will, at the same time, use their mental 
powers. For, of course, no amount of examina- 
tion of a patient will tell you what is the matter 
with him, unless you elaborate the facts thus 
ascertained in a mind which has been trained by 
previous study to comprehend the importance of 
^Jhe several symptoms ; and this is the reason 
^B|by, at first, be^uners must be at a disadvan- 
^^■Ige, lacking the experience necessary for a clear 
^^■Kireciation of symptoms. You will find, how- 
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ever, that with a little help from the surgeon, 
you will soon begin to see the " why " and the 
"wherefore" of diagnosis and treatment; and 


let me beg 
qnestions — 


of you not 
■so long, at 


to be 

least, 


afraid 
as the 


of asking ' 

questions 



are pat for the purpose of increasing, and not of . 

tdiflplaying, your uwn amount of information. j 
One pitfall I must just allude to : and that ia ^B 
tiie tendency to over-elaboration of a diagnosis ^H 
which besets some men, and seems to stick to ^V 
them through life. They never can take tbe W 
plain obvious facts of a case, and from them 
draw a conclusion ; bat must dig and delve bc 
deeply that they sometimes get, so to speal 
" out of their own depth," and never come 
again so far as any utility to the patient 
question is concerned. Superficial carelesF 
is bad ; but too great profundity is not ■ 
better. 

And now I bring before you a man wi 
Bpecial deformity or ailment, in order that ] 
be able to show you a few noteworthy 
which you can readily appreciate at a lit' 
tance, and which will assist you in study; 
ease and injury in the wards. With i 
towards us, you have the opportunity of 
I ing a healthy spine ; and you may no 
t while the spinous processes are readily 
I tie dorsal region (and particularly whe 
3 folded), they are not so visible in * 
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and still leaa so in the cervical, region, where 
they are covered by muscles and ligaments, the 
seventh, or vertebra promincjis, being the only 
one really seen or felt. Here, in a healthy 
adnlt, we have the average anterior and posterior 
curves in the lumbar and doi^al regions ; but 
you must remember that in young children 
the spine is nearly straight, while in disease we 
may have great exaggeration of either curve. 
Thus, in the back, we find l-yplios'is, or angalar 
cnrvature, the result of caries of the vertebras ; 
while in the loins we have lordosis, an exaggera- 
tion of the healthy curve, and generally con- 
nected with old hip-disease. Of the latter, I 
DOW place an example before yon ; and, of the 
former, there is an instance in No, i Ward, in a 
■hose foot I removed last week. 
The model is now standing at " attention," 
ith his knees straight ; consequently, the two 
lea of his pelvis are perfectly even ; and you 
see that a tape carried between corresponding 
points on the two sides is horizontal. Let ns 
now make him " stand at ease," with the left 
knee bent and the foot slightly advanced, and 
yon see that at once the left side of the pelvis 
is lowered. But this is not all. Corresponding 
with the obliquity of the pelvis, we have a lateral 
deviation of the spine to the left in the lumbar 
r^on ; and if the man could snfEciently relax 
muscles at the moment, we should he.ie & 
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curve in the opposite clireotion — to tlie ri^lit- 
in the dorsal region. By placing a bookbeneatl 

the right heel, and thus increasing the obliqaitjj 
of the pelvis, I exaggerate the lumbar curve ; on 
by tilting the pelvis in the opposite direction, . 
could throw the spine over to the opposite sidaa 
Of course, the same thing holds good if thflT 
patient be seated instead of standing ; for, hfM 
tilting his seat, we are able to produce a market 
Inmbar and a certain amount of dorsal curve aA 
will. Fortunately, we have here to-day also v 
case of old hip-disease, in whom the obliquity O 
the pelvia is well-marked, and the resulting tw' 
of the spine better seen than in the heal' 
subject. You see, then, how important it i 
any case of lateral curvature to ascertain whi 
it depends upon some obliquity of the pelvis . 
atrophy of one leg or old hip-disease), or 
other causes ; and you also see what effect 
an existing curve may be produced, as has 
well pointed out by Mr. Barwell, by raisi 
side of the pelvis by means of a thicken 
or a sloping seat. 

Turning, now, to the neck and she 
pass my finger along the clavicle, which 
cutaneous, and shows its curves well enoi 
thin muscular subject. The notch bet' 
clavicles is important in connection with » 
of the great vessels of the neck ; but 
end of the bone is very rarely dislocat 
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^B^ extreme violence. The outer end of the 
^1^^'*^^^ ^ continuous with the acroiniou process, 
B and I now run the chalk along them ; but it may 
be dislocated (as we have lately seen), and then 
the flattened end of the hone is readily felt be- 
neath the skin. If I make the man swing his 
arm round, you will be able to appreciate, better 
than you perhaps have hitherto done, the great 
range of motion in the stern o-clavicular articula- 
tion, which, in fact, admits of " circumduction," 
and has a most important relation to the move- 
ments of the arm. 

^H There is no joint, I suppose, about which mis- 
^Hskes are more freqiiently made than the shoulder. 
^•An " obscure injury about the shoulder " has 
often damaged a surgeon's reputation, because he 
has not sufficiently studied the anatomy of the 
^ppart to be quite sure of his diagnosis and treat- 
^■Bent. The chalk-line I have already made 
^Sparks the bony arch formed by the clavicle and 
"teromion ; but yon will notice that the head of 
the humerus projects beyond this in front, and 
gives the roundness to the healthy shoulder. 
There is a hollow immediately behind the head 
of the humerus and below the prominent acro- 
mion ; and another in front, to the inner side of 
the head, in which the coracoid process can be 
more or less distinctly felt, according to the 
muscularity of the subject. In the healthy sub- 
, there is just room to lay the finger between. 
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the coracoid process and the head of the bonei. 
When the head d{ the humerus is didocatedy the 
roundness of the shoulder is lost, and the acro- 
mion stands out prominently beneath the skin, 
with a depression below it ; while the head can 
be felt in some unnatural position, and out of its 
proper relation to the coracoid process. The 
direction of the whole limb is altered too ; so 
that the patient cannot place his hand on the 
opposite shoulder with the elbow touching the 
chest- wall, as he can in health. In b, fracture of 
the neck of the humerus, the roundness of the 
shoulder is not lost; but there is a depression 
below the head, which does not move when the 
arm is rotated, unless, indeed, the fracture be 
impacted. The two accidents may be combined ; 
but this is a rare complication. 

When I turn the model with his back to you, 
and make him raise his arm, you will appreciate 
how important the movements of the scapula are. 
The deltoid alone can only raise the arm to a 
right angle with the trunk ; and the subsequent 
elevation of the limb depends upon a rotation of 
the scapula on the ribs, so that the angle comes 
forward to the margin of the axilla. The 
scapula is held in its place by the muscles pass- 
ing from the spine to its base, and by the 
serratus magnus. If these be paralysed, the 
scapula falls forward, and the power of the arm 
is greatly lost. 
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ELefc na pass on to the elbow. With the fore- 
a bent, you see at once the prominent ole- 
non process of the ulna. When this is 
broken off by falls on the elbow, the fragment is 
drawn up by the triceps, and an interval can be 
felt between it and the bone, which, however, is 
rapidly filled up by the effusion immediately 
following any injury to the elbow-joint. A 
much more common result of a fall on the elbow, 
however, is an injury to the bursa which lies 
between the subcutaneous triangle of the ole- 
cranon and the skin. In health, this bursa can- 
not be recognised, except in individuals whose 
occupntion has produced enlargement of it — e.g., 
miners or sweeps ; for though it is technically 
called the " student's bursa," 1 must confess to 
have never seen an enlargement of it due to long 
poring over medical treatises. When the bursa 
is inflamed, it causes a swelling over the ole- 
cranon, which is evidently quite superficial, and 
does not mask the general outline of the joint, 
as would be the case were the effusion in the 
articulation. 

The condyles of the humerus are readily felt 
in this thin arm ; and you will notice that the 
internal is the more prominent, and stands out 
beneath the skin. Immediately behind it is the 
groove in which the ulnar nerve lies, as yon may 
ascertain for yourselves by " twanging " it ; and 
len comes the olecranon, with only ^uat s'^ac^ 
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for the nerve between the bones. This close 
relation of these two prominent points of bone 
is of great service in the diagnosis of dislocation 
of the forearm ; for, so long as they lie close 
together, the deformity cannot be caused by a 
dislocation of the ulna. The outer condyle is 
more rounded ; and immediately below it is the 
head of the radius, which can be felt rotating 
when the forearm is pronated or supinated. It 
is not often dislocated, for it is firmly held by 
ligaments ; but it is sometimes thrown forward^ 
and then prevents complete flexion of the fore- 
arm, by coming against the front of the lower 
end of the humerus. 

At the wrist, you may notice that the end of 
the radius is lower than that of the ulna, and 
that the styloid processes of both bones are to be 
felt. Dislocation of the carpus from the radius 
is rare ; but separation of the lower epiphysis of 
the radius is by ho means uncommon in young 
persons, and is sometimes mistaken for disloca- 
tion. The triangular fibro-cartilage which binds, 
the radius and ulna together at the wrist, some- 
times becomes displaced in children who ar& 
dragged forcibly by the hand, and then the little^ 
patient cannot supinate the forearm and hand; bat 
if you hold the hand firmly, and then supinate,. 
you hear a slight click, and all is well. It i& 
well always to bear in mind that, in supination^ 
the bones of the forearm are parallel, and in 
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pronation are across one another ; so that siipina- 
tion is the postare in which fractured bones of 
the forearm should be set, although it is con- 
venient, when the bones are firmly held by splints, 
to turn the thumb npwards — i.e., to place the 
hand midway between pronation and supination. 

In the hand, I need only point out that the 
superficial palmar arch does not correspond pre- 
cisely to any one of the lines in the skin of the 
palm ; but its convexity reaches generally to 
the middle one of the three, while the deep arch 
is much nearer the wriat. The bifurcation of 
the digital arteries is between the heads of the 
metacarpal bouea, and about midway between the 
line to which I have referred and the web of 
the fingers ; so that incisions should always be 
made iu the line of the fingers, and not between 
them. As you may have, early in your career, 
to amputate a crushed finger, I would remind 
you, also, that the prominence of eaj^h knuckle 
is formed by the proximal bone of the articula- 
tion ; and that the joint through which the knife 
must pass is below this in every case. 

Descending to the groin, you see that the 
fold of the groin corresponds to Poupart's liga- 
ment ; and an inguinal hernia ia above, while a 
femoral hernia is below, this line — at least at 
first. Of course, a large inguinal hernia will 
descend into the scrotum, and a large femoral 
^hernia may turn up over Poupart's ligament. 
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and closely simulate the inguinal variety. But 
you ought to have little diflSculty in distinguish- 
ing them if you will invaginate a piece of 
scrotum (or labium in the female) on the fore- 
finger, as you see me doing, so as to carry the 
finger into the external abdominal ring. This 
will enable you to settle at once whether the 
protrusion has taken place through the inguinal 
canal or not. Let me also remind you always to 
ascertain the presence of two testicles in the 
scrotum ; for an undescended testis may closely 
resemble a hernia, especially if inflamed. 

The pelvis is so firmly bound together that a 
dislocation of one of the innominate bones can 
only be produced by extreme violence ; but 
disease of the sacro-iliac joint is by no means 
uncommon, though often overlooked; and one 
leading symptom is lameness, which is erro- 
neously referred to the hip-joint. But if I make 
the man before us stand on one leg, you will see 
at once how the whole weight of the body falls 
upon the corresponding sacro-iliac joint while he 
is throwing the other leg forward ; and it is this 
which gives rise to the pain, and prevents the 
walking of a sufferer from sacro-iliac disease. 
Taking this man, who has a healthy pelvis, I 
may compress his two innominate bones without 
giving any pain ; but a woman who has recently 
had a severe labour, and has, perhaps, incipient 
sacro-iliac mischief, will cry out at any such 
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rough treatment, though the steady support of a 
good pelvic belt would give her great comfort, 
and restore her powers of locomotion. 

The hip-joint in health is freely movable in 
all directions, as you see, and independently of 
the pelvis ; but, the moment the joint is inflamed, 
the muscles instinctively contract, and fix the 
joint to some extent ; and then, when the limb is 
moved, it carries the pelvis with it. This man'i 
back is naturally more curved than a child's 
but even in him, if I make him lie Hat on the 
table, you will see that the thigh can be fully 
extended without tilting up the pelvis, and bo 
increasing the curve of the lumbar spine. In a 
child, whose back is naturally flat on the table, 
the effect of early hip-disease is readily seen (bs 
I have frequently demonstrated to many of you) ; 
for the attempt to bring the thigh down, at once 
elevates the peMa, and causes that curvature of 
the lumbar spine which, in old hip-disease, be- 
comes permanent. 

The prominence of the great trochanter will 
vary in different individuals, according to the 
muscularity of the buttock and the length of the 
neck of the femur j and it is important, there- 
fore, to compare the two sides in every case of 
suspected disease or injury. The head of the 
femur can be indistinctly felt on- deep pressure, 
either in front of or behind the trochanter ; and, 
—in health, the two move together ; for i£ tha 
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trochanter can be freely moved by rotating the 
femur without affecting the head of the bone, it 
is clear thjfct the neck must be broken. The 
length of the neck will very much affect the 
power of rotating the limb ; thus, if the neck be 
shortened, either by an impacted fracture or the 
absorption of old age, the arc in which the upper 
part of the thigh moves will be found to be much 
smaller than in health. When I stretch a tape 
from the anterior superior spine of the ilium to 
the tuberosity of the ischium, you see that, in 
health, it touches the top of the greater tro- 
chanter ; now, if the bone were dislocated or the 
ueck broken, the trochanter would be above or 
below this line, which is commonly called 
Nelaton's line. 

When the knee is extended, you see the patella 
forming a prominence in front of the femur ; but, 
when the joint is flexed, it sinks into the hollow 
between the condyles. With the leg fully ex- 
tended and the muscles relaxed, there is, as you 
can prove in your own limbs, considerable lateral 
movement of the patella possible in the healthy 
joint ; and the mistake is sometimes made of 
attributing this mobility to the presence of 
synovial effusion. When fluid is poured into the 
knee-joint, however, not only does the patella 
float so as to be freely movable in any position 
of the limb, but the synovial pouches on each 
side of and above the patella are distended, and 
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give the cbaracteristic i-oundness to the knee. 
If one kneels down on a flat surface, and par- 
ticularly if the body be bent forward, as in 
scrubbing a floor, the patella and the bursa 
between it and the skin are exposed to consider- 
able pressure ; and hence the chronic enlai-ge- 
ment of that bursa, termed " housemaid's knee," 
which causes a globular swelling in front of the 
joint, altogether diiferent from that of effusion. 
Kneelers on hassocks or foot-boards do not run 
any risk of the housemaid's fate ; for the pressure 
in their case comes on the tubercle of the tibia, 
and the bursa between it and the li;/iimentum 
jhUcUo' wonid suffer if the pressure were suffi- 
ciently prolonged. In falling with the knee 
bent, the patella readies the ground first and 
receives the force of the impact, which may 
simply bruise or cut open tlie bursa ; or, if very 
severe, may "star" the patella itself. The 
transverse fracture of the bone is produced 
through the effort of the patient to save himself, 
by which the great extensor muscles catch the 
bone across the condyles, and either break it or 
rupture the ligament ; then the upper fragment 
ia drawn up in front of the femur, and a space is 
left in which the condyles can sometimes be felt, 
as in a patient recently in the wards. 

With the knee flexed, the rounded outlines of 
the condyles can be readily felt resting on the 
top of the tibia ; and a little distance below the 
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outer condyle can be seen the head of the fibula 
— which bone, let me remind you, does not enter 
into the formation of the knee-joint. The ex- 
istence of the semilunar fibro-cartilages between 
the femur and tibia is hardly appreciable in 
health ; but their existence must not be for- 
gotten, as occasionally, in violent wrenches of 
the knee, one of them becomes displaced, giving 
rise to extreme pain and inability to use the 
joint, which are most satisfactorily treated (as 
also are dislocations of the patella) by a little of 
that judicious violence for which " bone-setters " 
have a reputation. 

At the ankle, we see at once the prominences 
of the two malleoli, between which the astragalus 
fits closely when the foot is at right angles to 
the leg, less so when the foot is pointed ; so 
that, in this position, some amount of lateral 
movement of the foot is possible. The fibula is 
altogether posterior to the tibia, and its malleolus 
is longer than the internal. The lower third of 
the fibula is subcutaneous, and its fracture (Pott's 
fracture) is therefore readily recognised. The 
tendons of the various muscles surround the 
ankle-joint ; but the only one to which I need 
call your attention is the tendo Achillis at the 
back, in which, when ruptured, the division is 
readily both felt and seen. When I flex the 
knee and point the toes, you can see how com- 
pletely the muscles of the calf are relaxed ; and 
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this is an important point in the treatment of a 
divided tendon, or of a dislocation of the foot, or 
of an oblique fracture of the tibia. 

The prominences of the foot are chiefly im- 
portant as guides to the amputations ; thus, tlie 
tuberosity of the scaphoid on the inner side marks 
the transverse tarsal joint, or site of Chopart'a 
amputation ; whilst the base of the first meta- 
tarsal on the inner and the prominent fifth 
metatarsal bone on the outer aide, mark the 
position of Hey's amputation. The metatarso- 
phalangeal joint of the great toe is not unfre- 
quently diseased through gout, or the pressure of 
boots which have developed a bunion ; and other 
toea are not unfrequently deformed from the 
same cause. The only surgical point with regard 
to the toes which I need mention is that the base 
of the first phalanx is more expanded and more 
deeply placed than young operators are apt to 
imagine. 

I have thus run briefly through on the living 
body the more salient points which it is impor- 
tant for you to recognise thoroughly in health, 
before attempting to treat disease ; and, in future 
lectures, I shall have to direct your attention to 
matters regarding which the knowledge acquired 
to-day will be of service in enabling you to recog- 
nise deviations from the standard of health. 
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SACRO-ILIAC DISEASE. 



Thk disease of which I am about to speak to- 
day, gentlemen, is one which, perhaps, is not 
very common ; but in fact, it is only of late years 
that it has been recognised. It may be of some 
interest in the history of the disease for you to 
know that the first systematic description of it 
■was given in this hospital by Mr. Erichsen, in a 
clinical lecture which was published in the 
Lancet, in January 1859. Since that time, of 
course, the attention of surgeons has been drawn 
to the disease ; and, therefore, you will find that 
by most modern writers mention is made of it. 
1 have had a few cases of sacro-iliac disease in 
the hospital lately. 

The first case was in a man who was in the 
hospital last year. He was admitted in May into 
the medical wards, under the care of Dr. Tieynolds, 
for sciatica ; but, an abscess developing about 
the pelvis, I was asked to see him some weeks 
afterwards ; and I then diagnosed that he was 
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suffering from sacro-iliac disease, ao that i)iy notes 
begin from that date, and I will give you a brief 
sketch of the history of the case from the report 
of the ward-clerk. 

The patient had been a soldier, and had been 
to India, where he had had dysentary, dengue 
fever, ague, &c. While in India, he also had an 
abscess in the perinfeum. 

Fri'-iciit Ulncss. — About the end of January or 
the beginning of February (the patient does not 
recollect the exact date), he was going upstairs to 
bed, after having been out for a short walk, and 
was aeized with a sudden and sharp pain at the 
back of tbe left hip, and was nnable to move for 
some few minutes, aftfr which time he managed 
to crawl up to bed, where he remained ibr two 
days. The same evening he sent for a doctor, 
who gave him some medicine, and a lotion to 
apply, and told him on the third day that he 
would be better if he could get about a little. 
He left his bed that day, and was able to move 
from one place to another with the aid of two 
sticks. 

On May 5th, 1875, he was admitted, under 
the care of JJr. Iteynolds, with sciatica. Tbe 
pain was so great tliat he was ordered hypo- 
dermic injections of morphia every night. The 
patient complained of pain at a point ou a level 
with and behind the great trochanter. The 
i^tnre of the pain was continuous, Y(\t\v SkU 
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occasional shooting. There was great tender- 
ness downwards in the direction of the great 
sciatic nerve, which tenderness reached also 
round the loins. The patient could not stand 
well on the left leg, which seemed weaker than 
the right. There was a slight swelling in the 
position of the left sacro-iliac articulation, which 
was first noticed on July sth. The swelling was 
regular, ovoid, fluctuating, and very tender on 
pressure. There was a slight curvature of the 
lumbar spine to the left side. The patient was 
thin and considerably emaciated, pale, and 
anaemic. He lay on the right side, with the left 
hip flexed at a right angle, because this position 
was the most comfortable for him ; he could, 
however, also lie on the left side. There was no 
irregularity of the spine ; but on the left side, 
opposite the two lower lumbar vertebrae and the 
upper part of the sacrum, there was very great 
tenderness ; and, immediately to the left side of 
this, there was a swelling extending outwards 
four inches, and three and a half inches from 
above down. Fluctuation was superficial, and 
there was considerable tenderness over the swell- 
ing. There was distinct impulse on coughing. 
The tumour was dull on percussion. A very 
slight tap on the crest of the left ilium caused 
very considerable pain, which he referred to a 
line corresponding to the left ilia<5 synchondrosis. 
No abscess could be detected in the groin along 
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the course of the iliacus muBcJe. The move- 
ments of the hips were free, and cansed no pain, 
except when extreme flexion or rotation waa 
practised, and then the pain was referred to the 
side of the sacrum. Tapping the great trochanter 
or the heel produced pain of the same kind. 
There waa considerable wasting of the left lower 
limb. The patient could stand, and walk with 
the aid of two sticks. Standing on the right leg 
only could be managed without much clifEculty, 
but it was almost impossible for the patient to 
stand on the left leg. On his admission into 
Ward I, Jlr. Heath ordered a broad bandage 
and plaster to be applied tightly to the hips, so 
as to keep the pelvis firm. 

On July 1 8th, another swelling was noticed 
about the size of an egg, communicating with 
the first one. In this, as in the other, there 
waa a distinct impulse on coughing, 

July 24th. The swelling had increased in size. 
The pain in the back was atill very bad. 

July 27th. The patient was aspirated to-day, 
and about half an ounce of thick creamy pus was 
withdrawn. Collodion and lint were applied, 
and strapping. 

July 30th. The swelling had increased in size, 
and was nearly the same as before. 

August 1 9th. The patient was aspirated again 
to-day, and was discharged with a tight-iitting 
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Now, here we have a clear history of the 
symptoms of the man at the time he was ad- 
mitted ; and let me particularly draw your atten- 
tion to the fact of his being unable to stand on 
the affected side, though you must remember 
that we have other diseases which prevent the 
patient from standing on the affected side. He 
had wasting of the left hip and thigh, which 
was simply due to his not using the limb. Any 
limb will waste if you do not use it, so you must 
not lay too great stress upon atrophy as a sign 
of disease. 

This case was, comparatively, easy to diagnose. 
There was a well-marked abscess at the time 
when I saw the patient, and on pressing the. 
two ilia together the man complained of con- 
siderable pain over the sacro-iliac joint. The 
abscess was aspirated more than once, and I had 
the man fitted with a belt, and eventually he was 
able to leave the hospital in a fairly comfortable 
state ; so, although his stay in the hospital was 
rather a long one, he went out in a favourable 
condition. I have not heard anything of him 
since, but I dare say I should have done so if he 
had not gone on well. 

The second case was that of a woman, who 
was admitted for the second time last year. She 
was under my care three years ago, because then 
she had a swelling of the right iliac fossa, which 
was aspirated, and thirteen ounces of fluid were 
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withdrawn. Although I tested her for saero-iUac 
disease then, I could not detect any. She went 
out, and remained without any particular ailment 
until she was re-admitted. And then there is 
this cnrioaa point in this casfi — viz., there was a 
history of previous illnesa ten or twelve years ago, 
when she suffered from fistula, and two pieces of 
bone were taken away, 

Cuiidition on Admission. September 26th, 
1875. — In the left iliac fossa, just above 
Poapart's ligament and over the iliac arteiy, 
was a very hard, round swelling, of the size of a 
small orange. It was fixed to the iliac fossa and 
did not pulsate. The upper edge was distinctly 
rounded, and the mai^in could be felt all round. 
It was very tender. The patient complained of 
a sharp cutting pain over the abdomen and down 
the thigh. She was not anfemic, and was fairly 
nourished. There was no tenderness over the 
spine, nor at the sacro-iliac synchondrosis. 

I tested her for tenderness, imagining that 
there might be caries and abscess connected with 
diseased vertebras ; and I may say that the case 

s complicated by her having a fibrous tumour 

the uterus, which I got Dr. Williams to ex- 
amine. 

October 21st. Outside the lump above de- 
scribed, there was a soft, rounded, distinctly 
fluctuating swelling, which had gradually in- 

lased during the last three or four da^s. I'Q- 



^rarea 



24 ON SACRO-ILIAC DISEASE. 

the afternoon, I drew off seven and a half ounces 
of thick greenish pus, without odour. She had 
some little fever after that. 

November 27th. I again aspirated, and drew 
off about eight ounces of pus from the left iliac 
fossa. 

December i Sth. The patient complained of 
pain in the back ; and said that, when she put 
her heel to the ground, she felt as if a knife 
were run into her over the sacro-iliac synchon- 
drosis. This was the first time she complained 
of the characteristic pain of sacro-iliac mis- 
chief. 

January 28th. The patient had the abscess in 
the left iliac fossa aspirated, and eight and a 
half ounces of pus, with a little blood, were 
withdrawn. 

February loth. Just inside the anterior 
superior iliac spine, on the left side, was a swell- 
ing as large as a pigeon's egg, fluctuating, be- 
coming tense on extending, and relaxed on flex- 
ing the thigh. By pressure in the iliac fossa, 
the swelling was made decidedly tense. She 
complained of startings, pain, grating in walking, 
and had very little control over her limbs. After 
that, she had a pelvic band fitted on, consisting 
of two bands passing round the pelvis and fasten- 
ing on a broad pad in front of the pubes, with 
elastic bands passing round the thighs, and fas- 
tening t;0 the pad in front. Subsequently, she 
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^H^as discharged without any farther tapping, and 

^Hrent to Walton. 

^r i^he applied here again last July, wishing to 
be tapped ; for the abscess had refilled. Find- 
ing that I was going out o£ town, she said she 
would not come in then, but would wait till I 
returned. When I came back in September, she 
called here to tell me that the abscess had 
entirely disappeared; that it had discharged 
from the rectum. I examined her, and there 
was nothing to be felt. Fortunately for her, no 
gas found its way from the rectum into the 



The third case is one that is now in the ward. 
The patient came here because she was lame, and 
we were to!d nothing more than that ; and being 
exceedingly deaf, it was rather difficult to make 
out anything from her at the time. I examined 
the patient in her clothes, and found nothing wrong 
with the hip-joint, and did not detect anything 
more then ; but Mr. Gould called my attention 
next day to a considerable abscess in the left iliac 
fossa, which abscess, somewhat unusually I think, 
took its course down the psoas muscle. The 
histoty of this last case is rather obscure, but it 
is this. 

Lucretia A , aged twenty -five, single 

woman, was admitted September i8th, 1876. 
For nearly six months past she had felt pain in 
her left gixiin, and also across her loina, es^ftii».\S.-3 
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after standing or walking for any length of time. 
The pain was always greatest towards evening, 
but was relieved by lying down. Three months 
ago she noticed a swelling on the inner side of 
her left thigh, which increased in size towards 
evening. She often felt pain right down her 
leg, and could not bear to walk far. She said 
her leg became stiff when she attempted doing 
so. She had never had rheumatism, nor been 
injured in any way that she was aware of. Two 
years ago, she said, her abdomen and legs were 
very much swollen, her bowels were confined for 
a week, and she passed no urine for a fortnight (?). 
She had been out of health for the last two or 
three years, but she did not complain of anything 
in particular. 

Present State, — ^The patient complained of con- 
stant pain just above the left ilium, which pre- 
vented her from walking. Percussion of the 
trochanter or heel, and forcible rotation of the 
femur, were said to give pain. There was dis- 
tinct fulness above Poupart's ligament, and out- 
side the line of vessels, with distinct fluctuation 
transmitted from this to below Poupart's liga- 
ment outside the vessels ; also fluctuation was 
distinctly felt on the inner side from the iliac 
fossa to the inner side of the vessels. The hip- 
joint could not be placed absolutely straight, and 
was kept very slightly flexed. There was no 
prominence of any vertebra. Percussion over 
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W&B first and second lumbar vertebra? caused pain. 
JShe complained of pain on presanre on the ilia, 
■Q^here was no shortening of the limb. 

OctoberSth. I aspirated, and about three ounces 
' creamy pns were withdrawn. What we have 
I done in this case was to fit the patient with a 
belt and tap the abscess. The belt which I have 
fitted consists of two pads pressing on the pubes, 
the straps passing twice round the body, with 
»erinEeal bands which keep it from riding. 

Now we will pass on to the symptoms and 
latnre of the disease. Take a case of pain about 
the region of the hips, what are the symptoms 
which would lead yon to conclude that it was 
sacra-iliac and not hip disease ? First, motion 
is limited in hip disease, yon cannot move the 
thigh freely because the muscles prevent it ; but 
in sacro-iliac disease, if yon take the precaution 
to fix the pelvis, you will find that yon will be 
enabled to get all the movements of the hip. 
"When the patient stands the diseased seems to 
be a little longer than the healthy side ; and if 
you examine carefully, you will find that the 
lengthening is real lengthening ; that the anterior 
superior spine is a little lower down than on the 
opposite side. 

In looking over Professor Sayre's Lntuvea on 

Ortliopadlc Suiyery, I find he has given a couple 

of drawings of sacro-iliac disease. The point 

^^tbey show, as you will see, is the wastm^ cS. "Owei 
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.buttock, and that the patient's body is thrown to 
the healthy side, the object of the patient being 
to take the weight off the affected side. There 
is no doubt about this, and it is important to 
remember that the patient throws his body to the 
side opposite to the disease. 

Abscess may form either in the iliac region, 
or behind in the sacral region, or you may have 
it taking the place of psoas abscess. It is very 
important that you should make out the nature 
of the abscess at once, because of the treatment. 
You know you may have abscess around the 
caecum — perityphlitic abscess, from inflammation 
about the caecum — and this occurs only on the 
right side ; but on either side you may have 
abscess connected with the kidney, and it may 
be very difficult to tell by the symptoms whether 
it be due to sacro-iliac disease or to kidney. 
You may have abscess connected with hip-joint 
disease, and if you see the patient in the earlier 
stage you might mistake it for sacro-iliac disease. 
You may have abscess from diseased vertebrae in 
the lumbar region, or disease in the iliac fossa 
itself; and you must not conclude, therefore, that 
it is sacro-iliac disease because of the abscess 
alone. The best diagnostic point is the pain 
produced by firmly pressing the innominate bones 
together, or striking the two iliac crests with the 
balls of the thumbs. The patient suffering from 
sacro-iliac disease complains immediately, as a 
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pnle, and refers the pain to the affected joint. 
In some cases, however, pressing the parts toge- 
ther is not sufficient, and it is well then to try and 
draw the bones asunder, which will almost cer- 
tainly show whether there is a tender joint or not. 

Hilton has called attention to the fact, that 
the obturator nerve passing from the pelvis 
through the obturator foramen down the thigh, 
may cause pain on the inner side of the thigh 
during sacro-iliac mischief. I mention it here, 
and give his authority, because I do not happen 
to have a case to illustrate the point. 

With regard to the cause of sacro-iliac disease, 
I may tell you that the first case I ever saw was 
in a young woman who had had children very 
rapidly ; and I believe this is a very common 
cause. You will find that a weak woman has a 
child with a large head, and there is some diffi- 
culty in the head passing at the time of birth, 
and the mother is ailing and lame when she 
begins to get about. 

Another cause is injury. Sayre says that he 
has met with it in children, but I have never seen 
a case. You may, however, trace it sometimes to 
direct injury, as we found in that man who had a 
fall upstairs, I am quite sure too I have seen 
pain in the joint connected with gout. Only a 
few weeks ago, a gentleman came to me for pain 
in the back, for which he had had the routine 
treatment for lumbago, and, as a last resource, I 



30 ON SACRO-ILIAC DISEASE. 

struck his pelvis, which caused pain. He was a 
very gouty subject, and I then knew that he was 
suffering from a little gout in that joint. I put 
him on alkaline remedies and gave him a belt, 
with complete relief. 

Treatment. — The great point, I believe, is to 
secure perfect rest ; and the reason I say so is, 
because I have proved it experimentally, and be- 
cause I can show you here specimens of recovery 
from sacro-iliac disease. If we keep the joint 
<]uiet we get ankylosis ; that is, growing together 
of the two surfaces of the joint. 

I have here some bones showing the results of 
the disease. Here is a joint where there is per- 
fect ankylosis ; here is another, which is not 
quite ankylosed ; and here is a third, where the 
sacro-iliac joint is not only ankylosed, but there 
is ankylosis of the bodies of some of the vertebrae 
as well. Seeing that we have here a method of 
cure, we must assist nature by keeping the joint 
perfectly at rest, and the difficulty is in doing 
that, because you will observe that you should 
not keep the hip quiet, but only the pelvis. Mr. 
Huxley made me a belt (Fig. i), which answers 
very well. The pad over the pubes and the straps 
going round the pelvis keep it firm, and do not 
interfere with the patient's movements, but in 
applying it it is essential, first of all, to buckle 
up the two perinaeal straps in order to keep the 
belt thoroughly in position. 
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Is any operative proceeding necessary ? Mr. 
Erichsen does not approve of operative interfer- 
ence, bat recommends simply opening the 
abscess. Bryant speaks of having more than 




once opened the saci'o-iliac joint and removed 

diseased bone, but I have never met with a case 

requiring such treatment.* I see that Sayre, 

too, speaks somewhat in the same way. He 

says here; " If the disease has progressed, and 

J Buppuration becomes established, then, instead of 

■tocanterisatjon, lay the parts open ireely, passing 

^H^own until you have laid the joint bare, and if 

* the probe detects dead bone anywhere, follow it 

up by freely laying the sinuses open, or make 

counter-openings, and gouge it out, for it must 

be removed before the patient can get well." He 

^Hilso recommends extension and counter-extension, 

^^Bv open 
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but I do not think extension is necessary. Sayre 
also says, " If the case is one of long standing, 
and there is more or less deposit in and about 
the joint, or if the inflammation does not readily 
subside, application of the actual cautery directly 
over the sacro-iliac articulation will be of the 
greatest service " ; but I cannot recommend the 
treatment from my own experience. 

I believe the great secret of treatment is, to 
take the cases early, and not to treat them by 
extension and counter-extension, but to lock the 
parts thoroughly together. Our object is to 
give the patient rest, which I do not think he 
will get by pulling at the limbs, for it must be 
remembered that we are not dealing with a joint 
in which the articular surfaces can be separated. 
I have proceeded on this plan, and I must say 
that our cases have done very well. 
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I PURPOSE to-day to speak of the diseases of the 
tongue. Of course the tongue is constantly looked 
at simply as an index of disease elsewhere ; and, 
BO far as that is concerned, I do not purpose to 
deal with it to-day, but to confine my observations 
to the surgical diseases of the tongue. I think 
you will find that the simplest way to consider 
these will be under three heads — namely, the iu- 
flammatory affections of the tongue, the ulcerations 
of the tongue, and, lastly, deposits in the tongue. 
Of coarse you will find the diseases of the tongue 
given differently by different authors, but, on the 
whole, 1 think that it is perhaps as convenient a 
way of putting it as any other. 

First., as regards the inflammatory affections of 
the tongue. There is, of course, such a thing as 
acute glossitis, but it is very rare, and you have 
not had an example of it before you, that I know 
of, of late — at all events, not in my practice. 
Still you may meet with such a case, and it ia 
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well to know that patients are liable to a sudden 
great enlargement and inflammatory swelling of 
the tongue, which looks very formidable for the 
first few hours, and may sometimes prove dangerous 
to the patient's life by inducing suflTocation. You 
may occasionally meet with it coming on ap- 
parently idiopathically, but more often it seems to 
be connected with the administration of mercury. 
A patient has been taking mercury for some reason ; 
and he gets acute glossitis, it is difficult to say 
why. Under these circumstances you find the 
tongue enormously swollen, filling up the mouth 
of the patient and almost sufibcating him, and 
naturally requiring to be relieved immediately. 
The treatment is extremely simple — by making 
an incision on each side of the median line of the 
tongue. Do not mind a little free bleeding. 
Bleeding relieves the afiection, and then with a 
little fomentation and simple gargles the whole 
thing subsides in a few hours. It really is not a 
veiy important afiection, although it looks very 
alarming when you first see it. 

What I want to speak more particularly about 
to-day are the chronic affections of the tongue. 
We get chronic inflammation of the tongue from 
various causes. Perhaps one of the commonest is 
the form which is due to smoking, for there can 
be no question whatever that tobacco has a dele- 
terious effect upon the mucous membrane of the 
tongue. If you must smoke, and I suppose in the 
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present day it is difficult for any young man 
to smoke, pray smoke mild tobacc», and do not use 
pipes which are saturated with oil, and which, 
perhaps, have been smoked by other i>eople. 

Now, with regard to the chronic glossitis wliich 
is produced by tobacco, you wiil find that author! 
ties differ about the affection, but I agree witii 
Mr. Barker in his essay in Holmes's Sunjcry that 
there is a condition of reddened tongue which i 
an eai'ly stage of chronic glossitis. When that has 
passed away you find a later stage where you have 
& development more or less complete (it varies, of 
coarse, in different patients) of a white patch, 
may be simply a loss of epithelium — that is a 
common condition which is sometimes known t 
'' glazed tongue " — but you frequently find in addi- 
tion to that a development of white tissue in the 
tongue, of which you see a very good example i 
one of the illustrations in Mr. Butlin's book. We 
happen tc have a patient who has been in ]S 
Ward lately for an anal affection. I have pointed 
him out to you when you have gone round, as a 
remarkably good example of what is known i 
the name of " leucoplakia " or "leucoma" of the 
tongue, and I will now bring iiim before you ; and 
let me remind you that when you examine s 
tongue, the fia-st thing always is to dry it. I will 
dry this man's tongue, and then you will see cU 
a white patch, which is partly the cicatrisation 
resulting from an operation perfoi-med upon it. 
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Here we have a good example of the results of 
chronic glossitis, which at one time seemed likely to 
run into more serious disease. A growth developed 
in the white patch, which at one time looked ex- 
ceedingly like epithelioma, so much so that the 
man was admitted into the hospital in 1 886 with 
the view of having part of the tongue removed. It 
was not removed quite so promptly as it would have 
been but for a Fellowship examination which was 
coming off, and we wanted the patient to be shown. 
I postponed the operation, therefore, and during 
the fortnight or so that he was waiting here tie 
tongue improved so much under simple treatment 
that I made up my mind that it could not be 
epithelioma, and accordingly I simply scraped 
away the disease which had sprung up in the 
white patch, or beneath it, and the result, as you 
see, is that the man is now well. He has a perfect 
tongue instead of having lost part of it, and it is 
quite clear that it was not a case of epithelioma 
developing in a patch, but was simply hypertrophy 
of the submucous tissues, the result of chronic in- 
flammation. Let me at the same time warn you 
that there is no doubt whatever among those who 
have carefully observed these cases, that a patient 
who has a white patch is more liable to epithe- 
lioma than the patient who has not a white patch. 
I do not like to put it more strongly than that. 
I do not say that every such patient will have 
epithelioma, but his chances of having it are 
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greater than those of a patient who has not a 
white patch. 

The white patch may of course go on and de- 
velop into a sort of warty growth, as you aee here 
in one or two of tJiese pictures, or it may develop 
into a condition which is sometimes badly called 
psoriasis ; or again, it may develop hy still greater 
irritation into what is sometimea called ichthyoBia 
of the tongue. They are all degrees of the same 
disease. Ichthyosis was the name given by Mr. 
Hulke, who first called attention to it ; and it ia 
andoubtedly much nearer epithelioma than tha 
white patch. There is a drawing here in Mr. 
Clarke's book which illustrates it very well. It ia 
a very good representation of a highly hypertro- 
phied and roughened mucous membrane. An 
ichthyotic tongue is so near epithelioma that it is 
just a question whether yon should remove the 
tongue at once, or wait until there are positive 
signs of epithelioma. I think myself, if I had a 
well -developed ichthyotic tongue, I should prefer 
to have it out at once rather than run any further 
risk. 

Now let us take another class of case, where you 
have a chronic change in the epithelium due to 
syphilis. Yon may have a primary chancre. The 
early enlargement of the glands under tha chin 
and jaw is very characteristic of chancre ; but do 
not suppose that you will find that induration 
nhich we see so commonly on the penis, be<:s.'o:ei& 
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you will not, any more than you do on the lip» 
The cases of primary chancre on the. tongue are 
extremely rare ; but you must bear in mind that a 
patient may most innocently get a primary sore 
u pon the tongue from another. If a patient hands, 
from a mouth which has mucous tubercles in it, a^ 
pipe, which must necessarily have some syphilitic 
saliva upon it, to another person who has a little 
sore or crack on the tongue, it is conceivable that 
the tongue may become affected, and the patient 
may have a primary chancre. Much more common 
than that, but still rather rare, are mucous tuber- 
cles. You find that a patient who has syphilis in 
the system sometimes develops mucous tubercles 
about the tongue, particularly on the back part of 
the organ. 

But the most common syphilitic affection of the 
tongue is another form of glossitis — chronic glos- 
sitis with cracks in the tongue — ^which is well 
recognised as the result of secondary syphilis. 
The picture in my hand shows it well. You see 
the loss of epithelium in the centre of the tongue, 
and round the sides you see a cracked, cicatrised 
tongue. Those deep cracks, sometimes running 
quite far into the tongue, are as characteristic as 
anything you can have of secondary sjrphilis. 
Then, if you go further and follow out syphilis, 
of course you may have gummata in the tongue ; 
but I shall put these under the head of de- 
posits, and I will say a word now with regard 
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to the treatment of that which is so common an 
atfection. 

The question ariaea, in the case of such a tongue 
as I have deacribed. Will you give mercury or 
iodide of potassium ? Cei'tainly, in a tongue like 
that you had better give small doses of mercury. 
It ia true the patient may have had merciiry 
before ; bnt I find that these patienta do better 
with small doaes of mercury- — ^which you can, if you 
I like, combine with iodine in the form of biniodide — 
f or you may give it separately as liquor hydrargyri 
percMoridi. The thing I lay most stress on, how- 
ever, is the local application of mercury. These 
tongues do well if you pickle them in a mercurial 
lotion. It is of no use to tell the patienta to use 
. mercurial mouth-wash and then spit it oat. 
iThey should be told to hold it in their mouths ten 
jiutes by the watch, and breathe through their 
loses, so as to get the tongue thoroughly pickled 
idth the lotion. As to the strength of the lotion, 
»I adviae you to begin with a quarter of a grain 
(afterwards getting a little stronger) of perchloride 
of mercury, with a little honey to make it more 
palatable, in an ounce of water If the procesi of 
"pickling" is repeated twice or tbiee times a day, 
the effect produced on the tongue i'^ astonishing 
^^.the ulcers will heal under the mercurial treatment 
^KiJhe tongue will cicatrise, and the patient will re- 
^^■over a perfectly useful tongue, m which there will 
^^■e no risk, so far as I know, of any future develai^ 

^^ ■ 
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ment of epithelioma. It is long-standing diseases 
that develop into epithelioma ; but if you cure the 
disease and make the tongue healthy, or com- 
paratively healthy, the patient will be no more 
liable to epithelioma than any other person. 

Now let us go on and take the forms of ulcera- 
tion, which we have from three different sources. 
You may have the syphilitic ulceration, you may 
laave the tubercular ulceration, and you may also 
have the epitheliomatous ulceration. Syphilitic 
ulceration I have already mentioned in connection 
with superficial inflammation of the tongue. It 
is well that you should remember that there is 
another form of ulceration connected with syphilis, 
that is, the ulcerated gumma. Some months ago 
we had in the hospital an old man, a foreigner, 
with very well-marked ulcerated gumma on one 
side of the tongue. I took him in because he 
could not be attended at home, and he got steadily 
better under good treatment. He was here a week 
or two ago to show his tongue, and I then called 
your attention to how very much it was improved. 
The treatment of these ulcerated gummata is of 
course a little different from that of the ulcers 
occurring in the earlier stage of syphilis. Where 
you have ulcerated gummata of the tongue, it 
would be unwise to push mercury. You give 
iodide of potassium, and impwve the patient's 
health in every possible way ; and if you use the 
mercurial wash, not stronger than a :^ to a ^ grain 
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[to the ounce, you certainly get those tongues 
better. 
The tubercular ulcer of the tongue is not a very 
common thing, and you see it more often in private 
practice than in the hospital. It osu ally occurs at 
the tip of the tongue, and is, I believe, very often 
determined by irritation from the teeth ; at all 
events, I have found that by covering the teeth 
with gutta-percha, so as to prevent the tongue 
being rubbed against the back of the teeth, I have 
been able to get these tongues very much better. 
Here is an example in Butlin'a book of a well- 
marked ulcer of the tip of the tongue, and where 
you find an ulcer in that condition you will gene- 
rally find some evidence of tubercle in the lungs 
or other parts of the body. An ulcer like that you 
nanst treat as you would treat an ordinary tuber- 
cular ulcer elsewhere — namely, by scraping away 
all the diseased tissue. You may or may not find 
tabercle bacilli in it. I am not prepared to say 
which is more common, but at all events you should 
scrape the ulcer, and then dress it with iodoform, 
and treat the patient with cod-liver oil and by 
general anti -tubercular remedies. 

Then we come to the third form, which is the 
malignant or epitheliomatoua ulcer. Now, why 
does a patient get epithelioma of the tongue ? In- 
variably, I believe, from some irritation. Patients 
with perfectly healthy tongues do not get epithe- 
lioma. But if you have a patient who has a white 
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patch beforehand, which is a little irritable, per- 
haps scratched by a tooth, and which is kept in a 
state of irritation by the constant application of 
tobacco juice, one can easily imagine tfiat develop- 
ing into epithelioma. But as far as my experi- 
ence goes, the greater number of cases of epithe- 
lioma are simply due to the local irritation of a 
ragged tooth cutting into the tongue ; nothing has 
been done to relieve it, and then at last a develop- 
ment of epithelioma takes place. During the last 
winter I have seen two middle-aged gentlemen, 
both of whom had the very smallest patches of 
epithelioma that I have ever seen on the tongue 
from that cause. They both had sharp-pointed 
teeth, and they were conscious that those teeth 
had been irritating their tongues. They went on, 
however, until at last they began to find something 
wrong, and then they took advice. In both cases 
I cut out the piece, and it was simply mucous 
membrane that was affected by the disease, which 
did not go down into the muscular fibre of the 
tongue at all ; but still in both cases there was 
well-marked microscopic evidence of epithelioma. 
One may hope that by such an early removal as 
that, the patient may be completely relieved of 
the disease. Still, the great thing is to prevent 
the occurrence of such cases. I am happy to say 
that dentists are becoming better instructed every 
day ; they are more alive than they were to the 
importance of irritation caused by teeth, and they 
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send on cases at ooce, when thev find anytliintf 
suspicions about the tongue, to medical men and 
surgeons to see what the matter is. Too often, 
however, patients themselves are content to let 
the thing go on ; and then at last they come with 

ragged ulcer, which is undoubtedly epithelio- 

ktoiis. 

I qnite allow that the very early stage of epithe- 

ima is a tittle difficult to recognise ; but when 
the ulcer is well developed, and the induration at 
its base has become well formed, no one can 
hesitate for a moment. Here we have three speci- 
mens of epithelioma of the tongue. An epithelio- 
matous ulcer is not simply an ulcer, but an 
ulcer with a growth springing up at the edges of 
the base and forming a protrusion, sometimes a 
distinct protrusion, as in this particular case ; but 
more often like this other case, an indurated base 
to the ulcer with well-mariied granulations coming 
up into the cavity. Unfortunately, you have seen 
many of these cases, because we have a gi'eat many 
in the hospital at various times, and inhospital prac- 
tice they do not conae until very late, so late that 
generally the glands are enlarged. But in private 
practice we see them rather earlier, before the 
glands are enlarged, and I want particularly to 
impress upon you the importance of not waiting 
to become affected. It is very 

:urd that a surgeon should think to himself, 
IThia cannot be cancer because there is no en- 
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largement of the glands," and then deliberately 
wait and watch to see whether the glands become 
affected or not before he makes his diagnosis. 
That "is all very well as regards diagnosis, but 
very bad as regards the patient, and the patient 
who is waited for in that way is badly treated, for 
you ought, if possible, to get rid of the cancer 
before the glands become affected. 

Let me now say a word about diagnosis, because 
that is really the important point. How will you 
diagnose a case of epithelioma when you see it ? 
In the first place by the position. It is more 
generally at the edge and side of the tongue than 
anywhere else, and the history is pretty conclusive. 
You will find that for weeks or months the patient 
has had some irritation about the tongue ; he has 
liad an ulcer which has too often been constantly 
irritated by the application of nitrate of silver, 
and has developed more and more until there is 
the characteristic growth in the base and edge of 
the ulcer which I have mentioned. Then there 
may be tenderness of the glands of the neck. 
The pain, too, is characteristic ; the patient tells 
you that it shoots up into the ear. I always dread 
that phrase, and never prompt a patient to use it, 
but as sure as he does so it is a case of cancer of 
the tongue. 

Lastly, we have the deposits in the tongue, which 
I have mentioned incidentally, and which are of 
two kinds, the epitheliomatous, which always 
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follows the ulcer aiid extends beneath it, and 
the gumma, which develops, aa a rule, in the 
central portion of the tongue, and is apt to break 
down and give rise to a formidable- loo king nicer, 
as already described. Unquestionably an ulcerated 
gumma may develop into epithelioma, and it is 
these mixed cases which apparently improve for a 
time under iodide of potassium, and yet prove 
malignant after all. 

What, then, is to be done for cancer of the 
tongue ? Undoubtedly to palliate these cases is 
merely to lose valuable time, and the so-called 
"cancer cures" are simply swindles on the public. 
Chian turpentine stands on a different footing 
altogether, and I have used it where I thought it 
right as an adjuvant to surgical treatment, but I 
confess that I have never seen any benefit from it 
whatever, I have even sent a patient on whom I 
had operated, and who had a return of the disease, 
by hia own wish, to Dr. Clay, of Birmingham, 
that he might himself carry out the treatment ; 
but the patient died under tiie treatment, juat as 
he would have done without it, and in about the 
same time, without having received the slightest 
benefit. I do not think there is any specific cure 
for cancer, and the only chance for the patient is 
to get rid of it aa early as possible. 

That brings me to the question of operations on 
3ie tongue. Of course there are many, but I am 

t going to trouble you with them ail ; it will be 
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suliicient to tell you what we do here at the present 
time. We have all come, in most cases, to re- 
moving the tongue with scissors. Years ago, as 
you will find if you look into the records of the 
hospital, the galvanic ecraseur was used, but we 
gave it up because it led to secondary haemor- 
rhage. It answers well for the time, if the battery 
is in good order, and you can remove the tongue 
without bleeding ; but you are apt to get secon- 
dary haemorrhage a few days afterwards, when the 
slough comes away. After the galvanic Ecraseur 
we used the wire ecraseur. The best way of using 
it is Mr. Baker's modification of the operation — 
namely, to split the tongue down the middle, to 
loosen it from all its attachments beneath, and 
then divide with the ecrasenr far back, taking one- 
half of the tongue at a time. Of course in many 
cases you remove only half ; it is not necessary to 
remove the whole. We have most of us now 
given up that operation and gone to the intra- 
buccal operation with the scissors, generally 
known as Mr. Whitehead's operation. It is ex- 
tremely simple. All you have to do is to gag the 
patient thoroughly — it is important to have a good 
gag ; then, getting a firm hold of the tongue, with 
the scissors you divide the mucous membrane under 
the tongue and the muscles, and, drawing the 
tongue well forward, next divide it at the root, 
cutting steadily through till the lingual artery is 
exposed, when you can often pick it up before 
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JivicTing it. Havinfj done ons aide, yon go to the 
other, if you remove the whole tongue, and treat 
it in exactly the same way. The result is that 
you get the tongue away as far back as you like 
with very little haimorrhage. 

Let me say, on the subject of hiemorrhage, that 
1 myself introduced an improvement in the opera- 
tion about the tongue some yeara ago, which I 
tind most surgeons have adopted—namely, that 
when there is hajmorrhage, and you require to 
stop it, you simply put your finger down the 
patient's throat and hook up the base of the 
tongue and the hyoid bone. I found that out 
when assisting my colleagues in removing the 
tongue. We used to have occasionally sharpish 
hiemorrhage. It was my business to help to pick 
up the arteries, and I found that by putting the 
finger well down I could stop the bleeding, 
making the tongue bloodless, and pick up the 
arteries quickly, as you might pick up an artery 
in a limb. 

Bnt then supposing you have disease of the 
tongue with enlargement of the glands, should 
you or should you not operate upon them ? For 
myself I am not particularly fond of removing 
glands, yet I am obliged to do it from time to 
time. Where I find a patient has an ulcer of the 
tongue which is distinctly cancerous, with infiltra- 
tion in the submaxillary glands, I do not hesitate 
an incision and take the glands out. It 
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becomes a little different when the glands of the 
neck are affected. In my experience, cases where 
the submaxillary lymphatic glands are not affected 
and the glands under the sterno-mastoid are 
affected are the worst possible cases. If you cut 
out one gland, you find very soon afterwards that 
another becomes affected ; and those patients, as 
a rule, have very short lives. Cases where you 
can remove the glands under the jaw merely do 
fairly well, as well perhaps as any of these cases. 
Because, after all, you must remember that recur- 
rence is almost invariable, and one hardly knows 
of a patient with boTid fide epithelioma living 
more than two years. Then in these cases where 
the glands are affected you may have seen some 
of my colleagues do a very large operation, called 
Kocher's operation. You make an incision into 
the neck, turn up a large flap, and get down upon 
the glands ; you then get hold of the tongue, and 
you can undoubtedly remove numerous glands 
and extensive disease of the tongue through that 
incision. I am not particularly favourable to it. 
It seems to me that in cases in which there is 
such extensive disease as to warrant an operation 
like that, we had better not interfere with the 
neck, but content ourselves with removing the 
tongue. 

You saw me in the beginning of last session do 
an extensive operation on a man in the private 
ward, No. I. He was sent up from the country 
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with extensive disease of the tongue and of the 
submaxillary tissuea. He was in a miserable 
atate, and anxious to have something done. I 
told him plainly that I would operate if he wished, 
but I could not promise him anything more than 
temporary relief. On November 2nd I operated 
on him. ITie disease was so extensive that I 
thought it better to do tracheotomy first. I do 
not uHUttliy do tracheotomy in these oaBes ; I do 
not hold with preliminary tracheotomy in ordinary 
Operations on the tongue ; but this was so exten- 
sive a case that I thought it right to do it. I 
was then able quietly to remove the whole tongue 
do^vn to the hyoid bone, and a piece of jaw right 
up to the masseter on each side, and all the infil- 
trated submaxillary tissues. It ia not the first 
time that I have done an extensive operation like 
that. The first case I had was in 1875, and the 
result of it ia in the museum. The patient, a 
man, aged sixty-two, was sent to rae by a friend, 
with very extensive cancerous disease of the 
tongue and sublingual tisanes. In January i874j 
be noticed a swelling of one of the aubmaxillary 
glands, and soon after a sore beneath the tongue. 
The aore healed, and the gland subsided under 
treatment. In September 1874, the gland began 
again to swell, and at last broke. At the same 
time, he found that he had difficulty in articu- 
lating, as the tongue was fixed to the floor of the 
mouth, and, eventually, the tip of the tongue 
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became fixed to the jaw. This last was tempo- 
rarily relieved by an operation at another hospital. 
( )n admission to University College Hospital, the 
])atient was unable to protrude his tongue or move 
ib in his mouth ; the saliva constantly trickled 
away, and articulation was very imperfect. He 
complained of great pain in the occipital region, 
but of none in the tongue. The gums of the 
incisor region were swollen and ulcerated, and the 
teeth loose. The tongue was fixed to the back of 
the incisive portion of the jaw, which was softened. 
All the tissues beneath the tongue were indurated, 
but the skin was not involved. 

On September 29th, 1875, 1 removed the tongue, 
the centre of the jaw, and all the sublingual tissues, 
by dividing the skin in the middle line, then 
sawing the jaw through on each side, and, having 
isolated the tongue somewhat on each side, 
enclosed the whole of the disease with the wire 
of the galvanic ^craseur. The parts removed 
consisted of the middle three inches of the lower 
jaw, nearly the whole of the tongue, and the sub- 
lingual muscles and glands en masse. At the 
posterior end, the mass measured two and a half 
inches in depth, and slightly more from side to side. 
The tongue appeared to be healthy, except at the 
anterior part; and on the left side, just behind 
the tip, was a nodule of the size of a pea. Beneath 
the tongue was a mass of a yellowish white firm 
tissue, with a granular surface, which was con- 
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tinned qnite up to the cut margin. This tissue, 
on microacopical examination, proved to be epithe- 
lioma. 

The patient made a good recovery, and was 
a,live and well in 1890, Jiftenn years after the 
operation. He recovered a surprising amount of 
ix>wer of deglutition and speech, due principally 
to the growth of the stump of the tongue already 
noticed. The occipital pain complained of by the 
patient ia difficult of explanation, but was entirely 
relieved by the operation. I have noticed it in 
other cases of cancer of the tongue (Lancet, 1876, 
vol. i.). 

Still, these extensive operations are not very 
satisfactory. This last patient, before he was 
really well, had a recurrence. The operation was 
on November 2nd, and he went out on December 
2nd convalescent from the operation, but having 
already evidences of a return of the disease. I 
heard from the friends that he had a recurrence, 
but I have not heard whether he is dead ; the poor 
fellow cannot have long to live. 

The satisfactory cases are those where the dis- 
ease is entirely confined to one part of the tongue, 
where you can get well behind that ^jortion and re- 
move it at once, and where there is no infiltration of 
the glands. It rests with you, who will see these 
cases early, to insist upon the patients having an 
operation in early days if there is evidence of dia- 
When we get that sufficiently insisted oi 
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unquestionably our rate of mortality and our rate 
of cure will very much improve. 

The Registrar-General has pointed out that 
cancer is much on the increase. There are two 
or three explanations. No doubt many cases are 
put down as cancer which formerly were not 
recognised as such. Still, even if that be so, I 
think, from my own observation, there can be no 
doubt that we do see more cases of cancer of the 
tongue than we did twenty or thirty years ago. 
One explanation is, I believe, the greater spread 
of smoking ; and another, I think, is the greater 
spread of syphilis. Those are the two main 
elements which have to do with cancer of the 
tongue being so much on the increase. I hope 
that we shall be able to diminish it, and that by 
taking the cases early, and by removing the dis- 
eased part thoroughly, we may be able to hold out 
some prospect to the patient of prolongation of 
life — we cannot honestly do much more than that 
at present. 
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I PURPOSE to-day to apeak of retention of nrine, 
and it will be convenient to consider it at different 
ages. In the case of a new-bom child there ia 
sometimes & difficulty in paaaing water, which 
always depends upon a contracted orifice of the 
prepnce. When the child tries to make water it 
" balloons" its foreskin, swells it out, that is, into 
something like a child's balloon. Of conrse, the 
\- treatment in such a case is obvious and simple. 
Sou have only to dilate the orifice of the prepuce 
nth a pair of forceps, or, if it is at all a severe 
case, you had perhaps better circumcise, and 
there is an end of the matter. But you sometimea 
meet with retention in the case of children who 
are a little older, and I believe that retention in 
children, not dependent upon a tight foreskin, is 
almost always the result of calculus in the urethra. 
H A child may have a small calcnlus in the kidney 
^fevithout any obvious symptoms ; he has never 
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for because lie does not pass his water ; perhaps 
for some hours the bladder has been distended, 
and there is obvious retention of urine. 

Now in such a case always suspect a stone, and 
look for it ; usually it is easily found just within 
the meatus urinarius. You take a silver probe 
and pass it down the urethra, and you feel it click 
against the stone, and if the calculus is just within 
the meatus it is an exceedingly simple matter. 
You have only to get it out with a little scoop, or 
if you have not one, the loop of a hairpin is a con- 
venient thing. If the orifice of the urethra is at 
all tight, you had better nick it in order to get the 
stone out ; but remember when you are doing this 
that you should always cut downwards, and not 
upwards into the glans penis. But sometimes the 
stone is not at the anterior part of the urethra, 
but behind ; and these are more diflScult cases, and 
are apt to be overlooked. The stone does not 
produce complete retention perhaps, although it 
makes a diflSculty, and then ulceration is some- 
times set up, with abscess, and possibly extravasa- 
tion of urine ; but where there is real retention, of 
course you can make it out by passing a probe or 
catheter down and touching the stone, and you 
may be able to feel it through the perinaBum. In 
that case it is best, if you can, to extract the stone, 
but it is not easy to do it. You will have to put 
the patient under chloroform, and with a very 
slender urethral forceps you may be able to extract 
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the calculus. More frequently the stonw has hecome 
fixed, and you cannot get it out. Then the best 
thing is to cut upon it at once, for it is not a 
serious thing in children to open the nrethra. Tou 
have the stone to guide you, and it is much better 
that you should at once cut upon it and take the 
atone out than leave it there to set up, as it cer- 
tainly will do, irritation, and possibly, as I have 
said, abscess and extravasation of uiine. Besides, 
if it is a case of bmid fide retention, the child can- 
not he left many hours without being relieved. 

Then there is one other thing in the case of 
children that should always be borne in mind — 
that the child may have tied a string or thread 
round the penis. Such cases are met with every 
now and then. Two or three years ago a child 
was brought one morning to my consulting-room 
with the glans penis hanging merely by a thread 
of cellular tissue. It was as nearly cut off as it 
could be, hut not absolutely. I simply took a pair 
o£ scissors, cut the remaining thread, and took it 
Kound the glans penis just where it had been 
^vided there was a long hair ; but whether that 
r had cut it through, I cannot tell. The child 
utterly denied ever having had a thread tied 
round it, but it is jnst conceivable that a long hair 
might have been twisted round accidentally, and 

Kve cut its way through. 
Whenever a child has a swollen penis which is 
t clearly a case of paraphimosis, you should ascer- 
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tain whether there is a thread deeply embedded 
in the groove, which is formed by the swollen 
tissues all round. 

Now let me pass on to a mnch more important 
matter, the retention of urine in adult age. With 
young adults, I suppose the most common cause of 
retention is some mischief supervening upon 
gonorrhoea. People who have perfectly healthy 
urethras do not get retention of urine. It is only 
after they have had gonorrhoea or some mischief 
about the urethra that they are liable to attacks of 
this sort. Sometimes you find a patient with re- 
tention of urine during gonorrhoea, or at all events 
in the later stage of it ; and if that is the case, it 
is more usually due to some inflammation travel- 
ling to the prostate. The prostate becomes swollen 
and tender ; if you put your finger into the rectum, 
you will feel it there ; and it is because of that 
swelling of the prostate that the man cannot pass 
water. The obvious thing in such a case is to 
pass a catheter for him very gently through the 
prostate, and draw the water off. You proceed to 
treat the prostatic inflammation by a leech or two 
to the perinseum, and then the swelling generally 
subsides, but it may, of course, run on to an abscess; 
and remember that these cases of acute prostatitis 
in young men are more apt to run on into abscess 
than any other form of prostatic disease. 

The later stage, after the gonorrhoea, is perhaps 
the more critical time for the urethra as regards 
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retention. What liappen& is this. The man 
during the gonorrhcea has been debarred from all 
liquor, and then, assuming that he is well, he 
perhaps takes more than he should do. In hospital 
practice and amongst the lower clasaea you will 
meet with that kind of case much more frequently 
than in private practice. The better class of people 
do not. as a rule, drink more than is good for them ; 
they do not indulge in that sort of debauch, but a 
labouring man is apt to take more liquor than is 
good for him after abstaining for a few weeks, and 
then he gets retention of urine. 

That form of retention is by some Burgeoua 
thought to be purely spasmodic, others call it in- 
flammatory. I believe it ia really a little of both. 
If it is not inflammatory, it is at least congestive, 
and there is a certain amount of spasm mixed with 
it. Therefore, whether we call it congestive re- 
tention or spasmodic retention, we mean the same 
thing. At all events, chnically, you find a patient 
who has had gonorrhcca, and apparently recovered 
from it, who is unable to pass his urine. Some- 
times such patients go on for many hours before 
they knock up the house-surgeon, so that at one 
or two o'clock in the morning you are called uixm 
to relieve such a patient, and, of course, it is im- 
portant that relief should be given at once. Now 
it ia quite true that these cases will mostly get 
well of themselves, if you can have time. I mean 
if you give a patient of that class a good dose of 
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opium, put him into a warm bed, and put fomen- 
tations about his perinaeum, in the majority of 
cases the retention will pass off, and the patient 
will make water. But you must bear in mind the 
circumstances of the case. If it is a hospital 
patient, the house-surgeon is called up in the 
night, and naturally he wants to get to bed again. 
There are no great conveniences for putting the 
patient into a hot bath, or even into a hot bed, in 
the middle of the night, and so you have to pass a 
catheter for him ; and, as Sir Henry Thompson says 
in one of his lectures, no doubt the patient much 
more appreciates your skill, if you pass a catheter 
without hurting him, and draw his urine oflT, than 
if you merely gave him a dose of medicine, put 
him into a warm bath, and let nature do the rest. 
It is better, then, on the whole, to draw oflE the 
urine at once. The great thing is to use a good- 
sized catheter. These patients have no stric- 
ture, and you want a good-sized catheter ; and of 
all catheters, commend me to the old-fashioned 
English gum-elastic catheter. If you take a 
catheter of the size I hold in my hand (No. 9), 
with a good blunt end to it, and if you warm it 
and oil it well, and pass it, with a stilette if you 
like or without, until you get to the obstruction 
point, you will find it generally somewhere about 
the bulb of the urethra ; and then, if with a little 
gentle pressure you push against it, you will be 
conscious of a sort of yielding ; and so, as you 
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steadily push on, the catheter goes into the bladder^ 
and you draw the water off. That, of course, ia 
an extremely satiBfactory thing for all parties; 
but the affair does not always come off so smoothly 
as that. Tou may find a diiHculty in the way. 
Possibly there may be more congestion than you 
think, more spasm perhaps, and the obstruction 
doea not yield quite ao readily. Now the greatest 
mistake that you can make, I believe, ia to use 
very small catheters. No, 7 is a very good average 
size, and, if yon cannot get that in, the patient 
having no history of previous stricture, you had 
better put the patient under chloroform, and you 
will be able to pass the catheter with the greatest 
ease. It ia much better for the patient that you 
should stick to that catheter or thereabouts, than 
that you should poke holes in his urethra with a 
small instrument ; and if you give the patient 
chloroform, you overcome the difficulty at once. 

lara aware that, when you get into practice in the 
country, you may have to modify your proceeding. 
When a medical man is on his rounds and is 
stopped somewhere because a patient has reten- 
tion of urine, he may not have chloroform with 
him, and perhaps not a catheter. Those are the 
cases in which yon may fall back upon opium, 
with warm fomentations. If you give a patient of 
that kind a good dose of opium, and have fomen- 
tations put about the periuEeum, the probability is 
that in a couple of hours he will be able to make 
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water. If he does not, then of conrse he m^SL Send 
for yon, and yon mnst be prepared to pass a 
catheter and draw the water oflE. I want yon to 
understand that the case may be treated in two 
ways, and that it is really a matter of convenience 
which method yon should adopt. 

These are cases of spasmodic or congestive reten- 
tion ; it is a much more serious matter when yon 
have a patient who has a tight organic stricture. 
The patient has perhaps had a stricture for years 
past, and he has been treated two or three times 
by different surgeons. People get very Gallons 
and careless about their urethras, and neglect 
themselves, and in that way the stricture gets 
tighter and tighter until at last some day, or more 
probably some night, the patient finds that he 
cannot make water at all, and he then sends for 
you to give him relief. These are confessedly very 
diiRcult cases to treat. You do not know anything 
previously about the man, you do not know the 
condition of the urethra, you have merely his story 
to guide you ; do not, therefore, be deceived by 
what he tells you ; do not begin at once with very 
small catheters, but always with a fair average 
size. For that purpose I do not know that yon 
can do better than use the French instruments, 
the olivary catheters, beginning with a medium- 
sized catheter just to find out how the land lies. 
You pass that steadily down the urethra until it is 
stopped ; then you carefully make a little pressure 
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and tiy and get it through. If you find that it 
is of no use yon abandon the attempt, and you 
steadily try one instrument after another until you 
get to the very smallest. 

With care and skill — it requires a considerable 
amount of skill — you may insinuate through the 
stricture such a very small catheter as this which 
I hold in my hand, a catheter equal to about No. O 
on the English scale (it is No. i on the French 
scale), the smallest catheter I think in use. You 
may not succeed, and then you must have recourse 
to silver instruments. I know that silver instru- 
ments are not in fashion at the present time. 
Some surgeons hardly ever use them, but I think 
you ought to be able to use silver instruments, and 
that you may use them quite as safely as the soft 
ones. I presume, therefore, that having failed 
with these soft instruments, you try a silver one, 
Noa. 3, 2, or I , or No. o if yon have it, and do your 
very best to get it in. And let me say, without 
mshing to urge any violence whatever, that you 
must bear in mind that in these hard strictures 
yon must use a little steady pressure, but no force, 
and you must be careful that the catheter does not 
Bnddenly slip irom your fingers, and make a long 
false passage. 

Then having tried all you know in the way of 
catheters, you put the patient under chloroform, 
and for this reason : in all these cases of retention 
there is a certain amount of spasm ; and if you 
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overcome that spasm by chloroform, you get the 
catliet^r in more easily than you can without it. 
( )f course there is the mechanical obstruction, but 
there is a certain amount of spasm with it. When 
the patient is under chloroform he is necessarily 
recumbent, and then you have the advantage of 
putting your finger into the rectum, and seeing 
that your catheter is not in a false passage ; you 
can feel it going in the proper direction, and per- 
liaps assist it a little in passing in. 

In a case of that kind, when everything has been 
done in the way of catheterising that is possible, 
and yet the patient is not relieved, the bladder is 
nearly or half-way up to the umbilicus, and the 
patient is in considerable distress. It is clear that 
the patient cannot be left, because, if he is, there 
will be a risk of the urethra giving way at some 
point, and possibly of the bladder giving way, but 
that is, of course, an extremely rare occurrence. 
Therefore the problem resolves itself into what is 
the safest thing to be done in a case of retention 
of urine with an impassable stricture. I have no 
hesitation in saying that the safest thing is to 
aspirate the bladder above the pubes, and you 
cannot well go wrong if the aspirator is in proper 
order, with a fine needle, which you take every 
precaution to make aseptic, carefully carbolising 
the whole machinery, and washing the skin of the 
abdomen with carbolic acid, then puncturing a 
little way above the pubes. That operation seems 



^m ON EETENTIOX OF URINE. 63 

to be attended with aa little risk as possible. Yet, 
a year or two ago there was a paper read at one of 
the medical societies by au eminent surgeon, in 
which he endeavoured to show that this operation 
was not free from risk. The point was this, that 
if you let out putrid urine in tliat way, it \ya3 
possible that you might get some of the urine into 
the cellular tiBsoe about the pelvis, and mischief 
might occur. I think he was quite right ; it is 
quite conceivable ; but fortunately in these cases 
of retention, the urine is not putrid ; it ia usually 
a case in which the urine is fairly healthy, and, 
therefore, you may hope that, in the majority of 
casea, you will not run much risk in aspirating 
the bladder above the pubes. At all events, I 
recommend you to do that rather than undertake 
any serious operation. 

But, naturally, aspiration is only a temporary 
arrangement. You would not think of keeping 
the aspirator needle in. You merely draw off thi' 
arine, and then hope that the difficulty may be 
overcome in other ways. When yon have aspi- 
rated once or twice, it might be better to puncture 
above the pubes with an ordinary trocar and 
cannula somewhat curved, leaving the cannula in 
(there is a cannula made on purpose). Patients 
may no doubt go on for years making water in that 
way through a permanent opening above the pubes. 
On the other hand, if you do not choose to adopt 
that method, there is the much older plan of pane- 
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turing through the rectum. There are disadvan- 
tages in that, and I think that surgeons generally 
have given it up. It is still used at Guy's 
Hospital, I believe; because Mr. Cock, formerly 
surgeon there, specially advocated it, but I do not 
think that the method is often adopted elsewhere. 
The objection to puncturing by the rectum is this. 
In the first place, it is inconvenient to keep a tube 
in the rectum, and in the next place there is a risk 
of wounding the peritoneum. The peritoneum is 
not always so high as it ought to be. Sometimes 
it comes lower down to the prostate than you 
would expect, and, under those circumstances, if 
you puncture it, you are sure to get peritonitis. 
Then, again, it is possible that a little urine may 
get out, and thus you may get cellulitis about the 
pelvis. So that there are several drawbacks, and 
altogether the operation is, I think, practically 
superseded by the other proceeding. 

If a man has a tight stricture in the perinseum^. 
which is impassable, and if he has also retention, 
of urine, of course it becomes a question whethewr. 
you would not be wise, under some circumstances, 
to operate in the perinasum and divide the stricture, 
and, at the same time, relieve the retention. I 
quite allow that, under favourable circumstances, 
that is, perhaps, the best proceeding, I mean, of 
course, where you have plenty of assistance, plenty 
of good light, and every convenience for an opera-* 
tion, such as we have in hospital practice. Insuchi 
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a ease an operation in tlie perinroum is perfectly 
jnatifiable, and is sometimes better than anything 
else. But nnder the circumstances that many of 
you will have to deal with, where the patient ia 
entirely isolated, and where yon have no conve- 
niences and no assistance, I should strongly advise 
you not to attempt any perinieal operation. It is 
always a difficult proceeding, and sometimes it is 
an extremely arduous operation to perform. 

Now, if you elect to do any perinaeal operation 
in a case of retention of urine, I should strongly 
recommend you to do Wheelhonse's perinEeal sec- 
tion, which is, in fact, the only operation that 
would be performed at the present day. Let me 
point out shortly what the operation is before I go 
on to other matters. You take a straight staff, 
like that which I hold in my hand, with a little 
knob at the end, and you pass it down to the 
obstruction, which is, of course, usually about the 
bulb. The patient is then tied up in the lithotomy 
position, and the surgeon opens the urethra quite 
in front of the stricture, presumably a healthy 
portion of the urethra. Having opened it upon 
the groove, the assistant turns the instrument 
round, and hooka it up so as to draw up the 
urethra a little, and with two pairs of forceps 
the urethra is held open on each side. Having 
exposed the interior of the urethra, the operator 
has to find the orifice, which is, of course, exceed- 
ingly small. He takes a probe-pointed director. 
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and, having passed the probe through the stricture, 
he pushes the director portion a little on into it, 
and with a bistoury he divides it. Then, still 
keeping the groove there, he passes a gorget into 
the stricture and along the urethra, and so guides 
the catheter through the whole length of the 
urethrf^, and in that way into the bladder. 

And now I come to the last type of retention, 
at the other extremity of life — in old age ; and 
let me say that this is a class of case which you 
are likely to meet with in private practice. Old 
people get retention of urine, not because they 
have enlarged prostates merely, for many men 
have enlarged prostates after sixty, and plenty of 
them go through life afterwards without having 
retention of urine. The reason why they have 
retention is because they get congestion of a 
large prostate, arising generally from exposure to 
cold. What happens is this : an elderly gentle- 
man, who has been wearing thick clothes all the 
day, dresses in the evening to go out to dinner, 
and puts on a very much thinner pair of trousers. 
Without the slightest reflection upon his appetite 
in any sense whatever, he is exposed to cold and 
gets congestion of the prostate. It is very un- 
charitable to say that all these elderly people have 
taken more wine than is good for them, or any- 
thing of the kind ; it is not the fact. Perfectly 
reasonable and sober persons get retention simply 
from exposure to cold. They find, when they go 
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to bed, that they are not able to make water; they 
go on trying, perhaps, to make water at iutervala 
during the night, and late at night or early in the 
morning you are sent for, to lind an elderly gentle- 
man in considerable distress because he cannot 
relieve his bladder. Such a case as that of course 
requires a little careful management ; but, after 
all, it is not a very desperate case to treat, unless, 
unfortunately, the old gentleman has been trying 
to pass a catheter for himself. The cases which give 
trouble are where you find that the patient has 
been making false passages with his own catheter. 
Some time or other, probably, he has been pro- 
vided with a catheter, and then, getting retention 
of urine, he tries to use it, and he makes himself 
bleed. In such a case yon may have a good deal 
of trouble; but, fortunately, in the great majority 
of cases no catheter has been used when you are 
first called in. In going to a case of that kind, of 
course you provide yourself with suitable instru- 
ments. You want an ordinary English catheter 
of good size, No. 9 or 10. A soft india-rubber 
catheter is also a very useful thing ; and then 
there are the elbowed or coud^ French catheters, 
such as the one you see here. Usually, with one or 
other of those instruments you can overcome the 
difficulty if you only go to work quietly and 
steadily, giving your catheter a good curve, and 
slipping it down until you come to some obstmc- 
^tion, then gently pressing against it till the cathete? 
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goes in. I think that the old-fashioued English 
catheter without a wire is the best instrument, 
but the fashion rather runs on these coiidds. 

Occasionally there are great difficulties. The 
third lobe of the prostate rises np in the floor of 
the urethra, and makes it exceedingly difficult to 
get into the bladder, and in these cases you may 
sometimes advantageously push the catheter in as 
far as it will go with the wire in it, and then 
withdraw the wire and push the catheter on a 
little further, and, softened as it is by the heat of 
the urethra, it tinds its way in. Of course you 
must bear in mind that the projection of the 
prostate may be on one side, and that is one 
great reason why you cannot put the catheter 
straight in ; but you must let it fit itself as it 
were to the urethra, and gradually find its way 
into the bladder. However, with care I believe 
that all these cases are to be successfully treated. 
You may be obliged to have recourse to a silver 
instrument ; it is better not to do so if you can 
help it, but anj-tbing is better than leaving the 
patient unrelieved; and the large, well-curved 
silver catheter is a very useful insti'ument in such 
cases. The size I prefer is about No. lO, and 
you want a good long curved catheter in these 
cases. Sometimes where the other catheters have 
been tried and have failed you can pass a catheter 
like that without any difficulty, if you will only 
keep along the roof of the urethra. 
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Now, in aucli a case of retention, Buppoaing 
that you have drawn the water, what kind of 
urine will you expect to see coming through the 
catheter ? It is always more or less bloody from 
the congestion of the prostate. Patients are apt 
to be alarmed by this, but yon need not be, for it 
is juBt one of the ways by which nature relieves 
the congestion of the parts, and the urine will be 
bloody for Home few days, and then gradually will 
clear up, and the patient will recover his usual 
habits. It is also well to bear in mind that these 
patients do not at once recover the use of the 
bladder ; they cannot micturate for some days. 
The time varies in different cases, but it is not at 
all uncommon to find a patient who has had a 
bout of prostatic retention, going on for a fort- 
night or three weeks before he can thoroughly 
make water for himself. It is always well to 
know that, ao as to be able to warn the patient's 
friends that you will have to come and draw the 
water for him for a few days until he recovers 
entirely the power over the bladder, 

I have now given you all the varieties of reten- 
tion in the male, from the baby to the old man. 
Let me say a word about retention in the female, 
which occurs from time to time as the result of 
some displacement of the uterus — the tilting back- 
wards of the uuimpregnated uterus, or possibly of 
the impregnated uterus, or may result from the 
natural changes of pregnancy. In the later weet^ 
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or days of pregnancy, when the uterus is pressing 
considerably upon the neck of the bladder, one 
can easily understand how it produces retention 
of urine. I simply mention it here because it 
is just one of those things that are apt to be 
overlooked. A woman makes a certain amount 
of water, but the bladder is more or less distended, 
and therefore, when you are called in to attend a 
labour, always ascertain whether the bladder is 
empty or not. I suppose there are no more un^ 
fortunate cases than those where a child's head 
has been allowed to press upon a full bladder, for 
those are the miserable cases where you have 
ulceration and consequent vesico-vaginal fistula. 
If you always pass a catheter or see that the 
bladder is empty in every case of labour, you will 
hardly ever have such a thing as vesico-vaginal 
fistula. 

There is another class of cases of female reten- 
tion which should not be treated with the catheter; 
that is the hysterical. Young women sometimes 
cannot or will not micturate, and it is a mistake 
to use the catheter if you can avoid it. Every 
now and then you are obliged to use the catheter^ 
but it should not be used if it can be avoided, 
because you can really treat those cases more 
satisfactorily without it. The great thing is to put 
the treatment in the hands of a judicious matron. 
Let her put the patient into a bath of warm* 
water, and then, without giving her notice, throw 
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a bucket of cold water over her back and shoulders. 
The sudden shock from the cold water over the 
trunk will produce a violent expiratory effort, 
which will overcome the already relaxed muscular 
fibres of the sphincter vesicae, so that the urine 
passes, and there is an end of the difficulty. 



ox THE 

COMMON DISEASES OF THE BREAST. 



To-day I will speak of the common diseases of 
the breast. Some of them you may see here in 
the wards of the hospital, and others you will have 
opportunities of seeing, I have no doubt, in the 
out-patient department, and you may also meet 
with them in private practice. 

First, let me say a word with regard to atrophy 
of the breast. You will, of course, find different 
individuals with their breasts differently deve- 
loped ; for in some families there is hardly any 
development of the mammary region, while in 
others you find that all the girls are full-breasted. 
The practical surgical point is whether or not the 
breast is sufficiently developed, particularly the 
nipple, for the duties of maternity. That is where 
the atrophy of the breast, if we may so call it, be- 
comes important in practice. If you are retained 
to attend a woman in her first confinement, it is 
quite worth while to take a little trouble before 
she is delivered to see that she is able to nurse 
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the child which will be bom. Many women have 
very sessile nipples ; and you must remember that 
the nipple is not merely a series of ducts for the 
passage of the milk, but that there is a large 
quantity of involuntary muscular fibre in it, and 
it is because of that involuntary muscular fibre 
that the nipple, when it is excited, becomes more 
prominent, thus enabling the child's mouth to re- 
tain it. You may notice that when a child is first 
put to the breast it will not be able to grasp the 
nipple, but, by poking its nose and mouth against 
it, the nipple is excited, so that it becomes more 
prominent, and then the child can hold it. 

It is quite worth while to draw out the nipple, 
if it is too sessile for the child to get at it, by an 
ordinary breast-pump. The old-fashioned breast- 
pump, I suppose, has quite gone out of use. The 
more modem instrument is one with which a 
woman can draw the breast herself, and may be 
seen in all the chemists' shops. It consists of a 
little glass shield, with a mouthpiece coming ofE 
from it, at which the woman can suck, so making 
a vacuum ; and the milk then comes airay and 
collects in the lower part. But a little friction 
also may do good in developing the nipple— a 
little gentle rubbing, too, will harden the skin, 
and that is an important matter. But let me say 
that if friction is carried on to an abnormal extent, 
it may produce hypertrophy of the breast, which 
is a serious thing, leading to amputation. 
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You will find that the monthly nurse, if she is 
a good one, will take a little trouble to bathe the 
nipple of a primipara with a little brandy-and- 
water, which is a common recipe, and a very good 
one; but one great reason why nipples become 
sore is that they are so constantly wet. You may 
not be aware that many women sufEer from an, 
involuntary flow of milk from the breast, so that 
their clothes are apt to get wet, and I have here a 
little contrivance to be used in cases of that kind. 
It is a flat glass, into which the nipple can be 
slipped, and it can be worn under the dress. The 
milk which is superfluous accumulates in the lower 
part of the glass, and does not wet the breast. It 
is a great point that the nipple should be dry, and 
that it should be protected when it is not being 
used ; otherwise it is apt to become what is com- 
monly called " chapped." Now, a chapped nipple 
is the beginning of a series of troubles, and it 
should therefore be cured as soon as possible, I 
have asked in the midwifery department of the 
hospital what is now the favourite remedy for 
chapped and sore nipples, and I am told that it is 
glycerine of tannin and sulphurous acid, of each 
half an ounce, with one ounce of water. Yoi; 
have there the astringent effect of tannin and sul- 
phurous acid, and I have no doubt that it is a goo4 
remedy. There are fifty remedies for chapped and 
sore nipples ; and perhaps one of the best surgical 
ones is nitrate of silver, if properly applied. The 
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great mistake made in the application of nitrate- 
of silver for a sore breast is in taking a stick and 
rubbing it on promiBcuously ; you then have. a 
great patch of caustic, and you may have a large 
sore on the nipple. The proper way is to take a. 
fine camel-hair brush and wet it with a ten-grain 
solution, or draw the brush over the stick of 
nitrate of silver, and, having thoroughly dried the 
nipple, to paint into any little crack that you can 
see. 

Some sore nipples evidently depend upon the 
condition of the child's mouth. A child with an 
aphthous mouth is apt to produce a sore condition 
of the nipple, and no doubt it may be communi- 
cated from one child to another ; for if a healthy 
child ia put to a nipple of that kind, it may pos- 
sibly get thrush. Borax is the great remedy for 
the complaint — the old-fashioned borax and honey, 
or the more modern glycennum boracis, applied 
freely to the child's mouth, and also to the nipple 
of the mother. 

These are comparatively simple cases ; the com- 
plicated and important one is when syphilis is 
present in the child's mouth. When you get into 
practice you cannot be too much on your guard 
about syphiUs, that is to say, you must keep yonr 
eyes open but your mouth shut. If you bear it in 
mind, you will avoid the errors into which prac- 
titioners are sometimes led, both as regards the 
mother and as regards the wet-nurse, which ia an 
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important point. A woman, we will say, has 
borne a healthy child, and she is unable to nnrse 
it. A wet-nuL is ;ngaged, and you find some 
time afterwards that the child develops a ooppeiy 
rash upon the body, with all the symptoms of oon« 
stitutional syphilis, and it becomes clear that the 
child has been syphilised by the nurse. Such 
cases have occurred from time to time, and they 
are extremely serious. It is very important that 
in selecting a wet-nurse you should go thoroughly 
into the history of her previous life, and inquire 
whether she has suffered in any way from sores 
about the genitals, or whether she has had 
secondary, or, possibly, tertiary symptoms. Gene- 
rally the wet-nurse is young, and will not be 
likely to have got so far as tertiary symptoms ; 
but it is not uncommon for a young woman to 
have unconsciously secondary syphilis from a 
husband, or in other ways, because wet-nurses are 
not always married. You find, perhaps, that there 
is some evidence of syphilis in the throat, and she 
may communicate this to the child she suckles by 
kissing it. 

I do not think there is any proof that syphilis 
can be communicated through the milk, but what 
more often happens is that the woman's nipple 
becomes a little sore, then you get the child's 
mouth infected, and all the symptoms of constitu- 
tional syphilis develop ; and it has sometimes 
happened in such cases that the syphilised child 
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has been put to the nipple of a healthy woman, 
and has again communicated syphilis. You 
cannot be too particular in the choice of a wet- 
nurse, and yoii should be most particular in look- 
ing at the child that you give to the wet-nurse. 
If yon have delivered a woman who is unable 
to nnrse her child, and who is the subject of 
syphilis, the child will undoubtedly within a 
month or six weeks after birth develop con- 
genital syphilis ; and if you have already pat 
the child to a wet-nurse, the chances are that 
it will communicate syphilis to her, and then 
trouble may arise — an action might be brought, 
or remuneration would have to be made. I draw 
your attention to these things because mistakes 
are sometimes made simply through inattention 
to them. 

Now, supposing a patient has a simple ordinaiy 
sore nipple, what bad results may result from it ? 
The first thing is that the unfortunate woman 
with a sore nipple is almost unable to nurae her 
child. The nipple is so exquisitely tender that 
when the child is put to it the woman, whether the- 
mother or not, cannot bear the pain. Under those 
circumstances, of course yon have to do some- 
thing, and the beat thing you can do is to provide 
an artificial nipple. A glass shield, like that 
which I hold in my hand, is the usual thing. 
Upon it there should be fitted an ordinary india- 
rubber teat] and if that is placed over the nipple, 
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and the nipple is made to go well into it, with a 
little suction by the child's mouth the milk flows, 
and there is no irritation of the nipple. You can 
then proceed with the medication of the nipple, 
without doing harm to the child. 

But it often happens that the woman neglects 
herself. She has got a sore nipple, she cannot 
nurse the child, and she allows her breast to 
become gorged with milk, which is the first stage 
of inflammation of the breast. You will some- 
times have a woman come to you with a breast as 
full of milk as the unfortunate overstocked oowb 
that are often driven to the fair, not having been 
milked for twenty-four hours before selling, in 
order to show the purchaser that they have good 
Tidders of milk. The woman suffers in the same 
way as the lower animal ; the distension of the 
breast is extreme, there is great weight and 
distress, and, if it is not shortly relieved, it soon 
ends in inflammation. The mode of relieving it 
is a simple matter. The milk may either be drawn 
with a pump, or the breast may be relieved very- 
much by gentle pressure of the hands, the operator 
standing behind the patient and compressing the 
breast, so that the milk is squeezed out without 
difficulty. I say gentle pressure, because if you 
use anything like violent pressure, you may do a 
great deal of harm. In the case of new-born 
children, one sometimes sees a foolish old monthly 
nurse who observes a little fluid coming away fix)m 
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the breast of a child (which is not at all uncommon), 
set to work vigorously to squeeze it out, and eyery 
now and then you get in such caaea an abscess in 
the breast of a new-born child. If, as I have 
said, the woman's breast is gently squeezed, the 
milk exudes, and the ti-ouble may pass off. 

If it is necessary to stop the milk in the breast — 
if, for instance, the child has died, or has been taken 
away from the mother, and the breast becomes 
overloaded, then there is nothing so good as the 
application of belladonna. At the present time in 
this hospital, and, I think, a good deal through my 
efforts andteaching, we use belladonna formost local 
inffammatory ailments ; but originally the use of 
belladonna was introduced for breasts in which we 
wanted to arrest the secretion of milk. There is 
no doubt that the application of belladonna mixed 
with glycerine is the veiy best remedy that you 
can have for that kind of case. Welt and tho- 
roughly applied over the breast, it tends to arrest 
the secretion of milk, relieves pain, and prevents 
the occurrence of inflammation. Then suppose 
we have the breast not properly emptied, it having 
gone beyond that stage before you see it, yon 
certainly will have inflammation set up in the 
breast — general mastitis, if you lite to use the 
word. There are two theories with regard to that 
inflammation. I believe myself that in the great 
majority of cases it begins, as I have described, 
in distension of the milk ducts ; but some autho- 
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rities believe that the inflammation travels up 
the ducts from the sore nipple, and they say that 
the nipple is the direct cause of the inflammation. 
Be that as it may, you find all the symptoms of 
inflammation — ^namely, swelling, heat, and redness 
— and the great thing, of course, is to relieve it 
as soon as possible. 

If there is one thing that a woman, who has a 
sore breast, objects to more than another it is to 
having it, as she calls it, " lanced." If you say 
to a patient that you are going to lance her abscess, 
she will probably button up her dress and dis- 
appear, and you will not see her again. When I 
used to see the out-patients I generally got over 
the difficulty in cases of this sort by avoiding the 
word " lancing," and by making no open show of 
knives and basins. If you open your lancet behind 
your back or in your'pocket, and then just make a 
puncture, which is really all that is required, you 
can let out the abscess without any great diffi- 
culty, and your patient will be only too grateful 
for what you have done. Of course, if you are 
going to open an extensive abscess, it is wiser to 
give the patient chloroform ; but if you have not 
the opportunity of giving chloroform, you must 
act artfully and open the abscess quite sufficiently 
without giving the patient any pain ; the puncture 
is so momentary and the relief of tension of the 
abscess is so great that the operation is really 
painless. 



■ ON COMMON DISEASES OF THE BEEAST. 8 1 

With regard to the opeaing of an abscess of the 
breast, in what direction should you open it ? 
No doubt the beat plan is to open in the direction 
of the ducts as far as possible. Ton know, I pre- 
sume, that from the nipple there are straight 
ducts radiating, and then the lobuli of the breast 
are arranged all round, so that in making the 
incision anywhere near the nipple you should 
always make it in a hne radiating from the nipple, 
and, as far as possible, in a deppndent position. 
Of course, if the abscess happens to be in the 
upper part of the breast, au incision should be 
made immediately above the nipple, that is as 
good a position as you can have ; but if the abscesa 
is in the lower part of the breast, clearly you mnsfc 
make it lower down. You mnst make a dependent 
opening wherever it ia, and you mnst remember 
the anatomy of the gland so as not to cut the 
essential parts of the breast across more than yon 
cau help. In the wards, from time to time, we 
see cases of abscesses of the breast, and they are 
invariably the neglected ones, for we do not ordi- 
narily take in cases of common abscess of the 
breast. Mr. Holder has given me the notes of 
three cases which we have had in the wards this 
year. I will not trouble you with the details of 
two of them, which are very common cases, but 
will pass on to that of a woman named E. B., 
which I will give a little in detail. 

She was aged twenty-one, and was admitted on 
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June 27th. She was confined with her first child 
(these abscesses generally occur with the first child) 
on May 30th, 1888. She tried to suckle the child 
for two days, but had not enough milk. 

On June 15th she had great pain in the right 
breast, and during the night the breast swelled to 
a great size. 

On June i6th the breast was poulticed till the 
pain ceased. The left breast swelled in a similar 
way, and it was poulticed. 

On June 17th the right breast began to dis- 
charge about the lower border, and very soon a 
number of discharging points formed, and a large 
amount of pus flowed during the following week. 
Within a few days the left breast began to dis- 
charge, but it was never so bad as the right one. 

On June 26th the right breast ulcerated right 
through above the nipple. The lower part of the 
breast being thus detached fell downwards by 
its own weight, disclosing a large abscess-cavity 
between the breast and the pectoral muscle. 

On admission the right breast was pretty well 
converted into a large abscess. At the top, two 
inches above the nipple, many discharging points 
joined together, forming a large, irregular, ragged 
wound of a linear character, chiefly transverse. 
The result was the falling of the breast in a flap 
downwards, exposing the whole cavity of the 
abscess. Those who saw the case can hardly for- 
get it ; the condition was so remarkable on account 
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of the enormous destruction of tissue, and the 
large abscess, which was very widely open. The 
abscess was subinammary, the floor being formed 
by the pectoralis major, the falling flap contain- 
ing the whole thickness of the breast, and, except 
for a questionable portion below, its whole sub- 
stance. 

This is an exaggerated example of the bad 
effects of over-poolticing, I do not know whether 
the woman had medical advice or not, but she 
seems to have been advised to poultice, and that 
is jnst what is done by ignorant patients; they 
go on ponlticing until they redoee the vitality of 
the part, and the whole of the tissues have become 
undermined by suppuration, and then at last the 
ivomau has to come into the hospital. Let me 
remind you of what was done before I show you 
the patient. The great point at first was to sup- 
port the breast, and you may remember I insisted 
on its being properly snpported with plaster. It 
is of no use bandaging in these cases, but with 
long strips of plaster properly applied you can 
make the pressure sufficient to bring the parts 
into position. 

You now see from the appearance of the 
patient before you, that the description Mr. 
Holder has given is perfectly correct. There is a 
great transverse cut running across the breast, 
and the whole breast fell down. On the other 
«de you see there are scars of a less severe sup^u- 
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ration, a part of the breast was a good deal under^ 
mined, but it was nothing compared with the 
right side. 

As regards the treatment of these mammary 
abscesses, in the first place let me say that I do 
not decry poultices. You must have heard me 
say in the wards that I have not lost my faith in 
the old-fashioned linseed poultice, and I believe 
it to be an extremely comfortable thing if properly 
applied, and if the breast is properly supported. 
The great mistake is keeping it on too long. A 
bad breast should be held up either with a silk 
handkerchief or a bandage. If it is kept up and 
well supported, I have no objection to poulticing 
for a few hours, but as soon as there is any matter 
present it ought to be let out. That is the diffi- 
culty — that the matter is not always at the sur- 
face, and the surgeon hesitates because his fibger 
is not sufficiently educated to be sure whether 
there is any matter or not, and he allows it to 
burrow ; whereas if he were more up to his work, 
he would have made a timely incision, and saved 
all the trouble. For myself I would much rather 
make an incision uselessly in a case of that kind, 
before the matter is formed, than I would allow 
the matter to burrow, even twelve hours after it 
was formed. You do no harm by an early inci- 
sion, for if nothing escapes you withdraw the 
knife, and the puncture soon heals; but if you 
find the matter deeper than you expect, and it 
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wells up beside the bistoury, you have, only to 
enlarge the opening, and the matter fiowa out. 

If the case comeR before you after the matter 
has bnrrowed, a great deal can be done by the 
modem Byatem of putting in drainage-tubes, 
wliich in these cases are extremely useful. Tou 
put a drainage-tube properly arranged, so that the 
opening shall be dependent, and the matter finds 
its way out, and you relieve the patient materially. 
Here, again, let me warn you against putting in 
too many drainage-tubes and keeping them in too 
long. There is sometimes a tendency, when a 
drainage-tube is put in, to leave it in indefinitely, 
whereas it does all the good it is likely to do in 
two or three days. You will notice how soon we 
remove drainage-tubes here in cases of amputa- 
tion and the like. It is of no use to leave them 
in a long time ; in fact, they become practically 
setona. 

Then let me give yon another caution. Be 
careful that you do not lose your drainage-tube. 
I have more than once seen cases in which a 
breast has been drained, I have no donbt very 
properly, but nnfortuuately the surgeon has lost a 
piece of the drainage-tube. Months afterwards 
the patient in such a case comes back, and there 
is a great hubbub because the piece of drainage- 
tobe has come out of a sinus, and naturally the 
patient appreciates the fact that the trouble has 
been kept up by the tube. You should, there- 
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fore, have strings to your drainage-tube^ or yon 
may adopt the plan you have seen me use of 
putting a safety-pin through the end of it, which, 
I think, is better, because it always keeps the end 
of the tube flush with the skin. 

So much for the ordinary form of abscess. Let 
me remind you that you may have manmiary 
abscesses in different situations. There are three 
common situations in which an abscess may form. 
First, you may have it in the straight tubes 
round the nipple. One of these little tubes is 
blocked by epithelium; the tube then becomes 
distended with milk. If you see it, you may open 
it, and call it a little lacteal tumour if you like ; 
but if it is not seen and treated, it is apt to sup- 
purate, and then you get a little elongated abscess 
close to the nipple. The treatment is quite 
obvious and simple, and you merely incise it. A 
more serious case is the one I have described — an 
abscess in the substance of the breast. Then, 
lastly, there is the form which you meet with 
occasionally, but not commonly — an abscess under 
the breast. In the case the notes of which I have 
read to you, by the time the patient was admitted 
the abscess had got under the breast, but I do not 
think that it was so originally. But there are 
cases in which the cellular tissue between the 
breast and the pectoral muscle becomes inflamed, 
and the abscess forms there, and you have the 
remarkable feature of the breast being thrust 
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forward by a swelling behind it ; and the fluctua- 
tion, instead of being through the breast, is at the 
margin of it, and usually the lower margin. In 
these cases, of course, you would make a free 
inciaion below the breast and let the matter oat. 
It runs out readily, and afterwai-ds, by judicious 
pressure, you bring the breast back again into its 
original poBitiou, and it soon gets a firm attach- 
ment. Thoae are comparatively simple cases if 
they are recognised, but I have known au abscess 
of tiiat kind to be taken for a much more serious 
disease. The patient was thought to have a 
rapidly growing tumour of the breast, which, after 
a time, resolved itself into a small abscess over 
the pectoral muscle. 

Let me now say a word with regard to a simple 
matter, but one which is sometimes misunderstood 
from the want of having seen it. There is a dis- 
ease of the skin which we know as molluscum 
contagiosum, which is found upon children's 
faces, and which you may sometimes find upon a 
woman's breast. It is a little collection of seba- 
ceous material, and if examined microscopically 
will be found to consist of cells packed together 
in lobular masses, bounded and separated by 
fibrous tissue. Some authorities do not agree as 
to its being contagious, but I have no doubt it is 
contagious in this sense, that if a child happens 
to have it on its face — a common situation — you 
will find that the mother's breast will become 
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inoculated, and there will be a development of 
molluscnm oontagiosnm upon it. I have here a 
picture of it. You see the sebaceous material 
collected in the follicles of the child's face, and 
there is an exactly similar disease produced upon 
the mother's breast. I am not sure that it can 
be communicated from the mother to the child, 
but I am sure that it can be communicated from 
the child to the mother. It is not a serious tiling, 
but you ought to be able to recognise it. The 
treatment is to squeeze out the little sebaceous 
collections, which heal up readily enough, as the 
ordinary comedones do on the face. 

Then there is another thing which is occa- 
sionally found on the skin of the breast — ^that is 
keloid. It is not common, and I mention it for 
that reason. You may meet with a patient who 
has developed keloid on the skin of the breast, 
which is very apt to be mistaken for a more 
serious disease. It is hard, and at first sight 
looks a little like scirrhus. I simply mention it 
that you may have your attention called to its 
occasional occurrence. 




As I have had occaaion recently to operate upou 
some remarkable cases of sarcoma, I take t]ie 
opportunity of making a few remarks upon this 
form of disease. And, first, what is meant now- 
adays by sarcoma? ilodern pathologists regard 
as examples of sarcoma tumours consisting of em- 
bryonic cells embedded in a matrix, but not con- 
tained in alveoli like the true cancers, the blood- 
vessels running between the cells themselveB. 
This is all very well when the tumours are re- 
moved and submitted to microscopical examina- 
tion, bat it will be necessary for yon to make a 
diagnosis, if possible, before employing the knife, 
in order to guide you as to the treatment to be 
employed. 

Clinically, sarcomata differ very much from 
cancers, although some of them are little less 
malignant. They occur in young or middle-aged 
patients, and their rate of gi-owth varies directly 
with their malignancy. AiVhilst more a^t to 
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develop cysts than cancers, the tendency of sarco- 
mata to involve the lymphatic system is much 
smaller, except in the case of the melanotic sar- 
coma, in which the glands are early and exten- 
sively involved. The sarcomata affecting bones, 
of which we have recently had examples, may be 
best divided into periosteal and central, of which 
the periosteal is the more serious, both as regards 
rapidity of growth and infiltration of surrounding 
structures. The periosteal may be spindle-celled, 
round-celled, or ossifying ; whilst the central may 
be spindle-celled, round-celled, or myeloid, which 
last is undoubtedly the least malignant of alL 
The articular ends of the long bones are the 
favourite seats of all these forms of sarcoma of 
bone, which affect also very commonly the bones 
of the face, and especially the jaws. The recog- 
nition of a periosteal tumour of bone is compara- 
tively easy, as the growth can be made out with 
care almost as soon as the patient's attention is 
called to the part by the pain, which is usually a 
prominent symptom ; and the way in which the 
periosteal tumour creeps up the shaft of the bone 
is very characteristic. The central sarcomata are 
less defined ; but they have very commonly the 
peculiar crackling of thin bone over them, and 
not unf requently present a very distinct pulsation. 
Early removal before the system has become 
infected by secondary deposits in internal organs 
is the only treatment possible in sarcoma. In 
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the cases of sarcoma of bone the periosteal variety 
requires much freer removal than the endosteal, 
on account of its tendency to infiltrate Burround- 
ing tiasuea; hence amputation, if possible at or 
above the next Joint, offers the only prospect of 
permanent relief. 

The following is a summary of a case of tumour 
of the thigh, which I recently amputated at the 
hip- joint successfully, and I would especially 
direct your attention to the treatment of the 
patient immediatply before, during, and after the 
operation, because I think the recovery of the 
girl depended a good deal upon it ; and, without 
laying too much stress upon rapidity of operating, 
it ia, I think, a mistake to run any risk of loss 
of life by undue deliberation and consequent 
exposure of the patient. 

Case I (from notes by Mr. Pollard, surgical 
registrar). — E. M. J., a girl, aged sixteen, was 
admitted under my care on September 26th, i S87. 
She had enjoyed good health until sis months 
previously, when a swelling was noticed in the 
middle of her left thigh. This swelling rapidly 
extended upwards and downwards. The patient 
was seen by myself nine weeks before admission, 
and amputation was advised, but the patient's 
friends preferred to try the powers of a herbalist, 
who treated the disease for about six weeks. 
During that time the growth increased very 
rapidly in size, and became very painful. For 
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three weeks the patient had been confined to bed. 
Od admission the whole of the left thigh was 




enonnouBly enlarged (Fig. 2). The puperficial 
veins atood out aa bine cords, some of which 
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measured one-third of an inch across. The thigh 
was verj' tense, but elastic, and in some places 
distinct fluctuation could be obtained. At the 
upper limit of the growth, close to the groin, the 
circumference of the thigh measured 23 inches; 
at the middle and lower end of the growth it 
measured 35 inches. The corresponding measure- 
ments of the soond thigh were loj, ii|, and 
14 inches respectively. The patient evidently 
iffered most severely from pain, which was, 
lowever, almost completely controlled by an in- 
Fjection of four minims (0.4 gr.) of morphia night 
and morning. The weight of the limb was so 
great that the patient was unable to move it. 
Her temperature ranged between 100" and 103.2°. 
There was some healthy skin in front just below 
the groin, and the buttock was not implicated by 
the disease, so I determined to remove the growth 

I by disarticulating at the hip-joint. This was done 
m the ninth day after admission. 
For two hours before the operation the limb 
Iras supported at an angle of 110° with the body, 
io as to allow as much blood as possible to drain 
away from the limb ; and half an hour before the 
operation four ounces of brandy were injected into 
the rectum. The circulation was controlled by 
a Signorini's tourniquet applied to the aorta. 

Owing to the high extension of the growth on 
the anterior surface of the limb, it was only possible 
to make a short flap on that aspect. The anterior 
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flap was cut from without inwards. It was com- 
posed of little more than skin and fat. The knife 
was rapidly sunk through the muscles, and the 
capsule opened. As the femoral vessels were 
divided and secured, a gush of blood took place, 
mainly from the distal side of the section. After 
the head of the bone had been disarticulated, and 
the muscles severed from the trochanter, a long and 
fleshy posterior flap was cut from within outwards. 
Notwithstanding the delay in order to secure 
vessels, and the inability to manipulate the thigh 
forcibly, owing to the femur being broken, the 
limb was detached in less than three minutes. 

There was very little loss of blood. The vessels 
were secured with catgut ligatures; the flaps 
were adjusted with silver and catgut sutures. Two 
drainage-tubes were inserted between the flaps. 
The stump was dressed with iodoform powder 
and iodoform and salicylic wools. During tihe 
operation two ounces, and at its close four ounces, 
of brandy were injected into the rectum ; a total 
of half a pint of brandy was given per rectum in 
two hours. As soon as the limb was removed, 
the remaining one was raised to an angle of 120* 
with the body, and kept in that position for 
eighteen hours. The head was not supported by 
a pillow, and the foot of the bed was propped up. 

The patient showed no signs of consciousness for 
two hours and a half after the operation. The 
pulse was very rapid (120 to 140 per minnte)^ 
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bnt responded to frequent small doses of brandy. 
The dressing was changed five hours and a half 
after the amputation, as it was soiled with faeces. 
The inner half of the wound was found soiled. It 
was washed with carbolic acid lotion ( i in 30) and 
solution of perchloride of mercury (i in 500), and 
re-dreased. The inner part of the dressing was 
sealed down with collodion. By this time the 
patient was sensible, quiet, and warm. The 
stump was di'essed on the second, fifth, sixth, 
ninth, tenth, and twelfth days after the operation. 
The drainage-tubes were removed on the fifth 
day. The temperatare rose to 103" on the second 
day, then sank below 101°, and reached the 
normal on the sixth day. It afterwards ranged 
between the normal and 100.4". ^^ ^^^ twelfth 
day a quantity of pus was found bagging in the 
fiaps. The inner part of the wound had healed, 
but union at the outer part had failed. On the 
sixteenth day all the stitches were removed and 
the flaps were supported by strips of strapping. 
After the twelfth the wound was dressed daUy. 
On the twenty-fifth day the patient got up, but 
the flaps were not then healed. She left the hos- 
pital on the forty-second day after the operation. 
After the amputation the patient's condition 
was much improved. Before it she suffered severe 
pain, and was quite helpless in bed owing to the 
weight of the tumour; after it the pain soon 
sabsided, and in less than a month the patient 
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left her bed. On examination of the parts re- 
moved, it was found that the growth was entirely 
got rid of. The great size of the latter was dne 
largely to the presence of three cysts, which toge- 
ther contained ten pints of blood-stained fluid. 
The growth was a spindle-celled sarcoma, which 
had commenced centrally in the shaft of the 
femur. In some places the tumour was covered 
with plates of bone, but over the greater part of 
its surface the bone had entirely disappeared^ 
The upper and lower ends of the femur were sur- 
rounded by the new growth, and the bone was 
broken at about the junction of the middle with 
the upper and lower thirds. 

The week following that in which I amputated 
at tiie hip you saw me amputate at the shoulder- 
joint of a man whose history was remarkable, 
inasmuch as he was unaware of anything wrong 
with his arm until the bone broke on a slight 
exertion. The following was his history. 

Case 2. — J. E., a man, aged thirty-five, was 
admitted on October 8th, 1887. There was no 
family history of new growths, and his parents 
had reached old age. He was a carpenter, and 
had frequently been struck on the left shoulder 
by pieces of falling timber, but he had never sus- 
tained any severe injury of it. About five months 
ago he noticed some enlargement of the upper 
part of his right arm. He was able to continue 
his work, but with some difficulty, owing to paii^ 
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Tintil the day of admission, when he raised his 
arm to strike one of his children. Hia ann then 
dropped to his side. The right shoulder and 
tipper arm were much swollen, and manipulation 
of the limb produced crepitus and increased mo- 
bility about the insertion of the deltoid muscle. 
There were two well-marked swellings in con- 
nection with the upper part, of the shaft of the 
humerus, which might have been mistaken for the 
two ends of the broken frag'ments overlapping one 
another to the extent of two inches, had it not 
been that there was no shortening of the total 
length of the iimb. It appeared evident, there- 
fore, that the swellings were due to the presence 
of a new growth, which would also afford an ex- 
planation of the occurrence of a fracture from 
slight muscular action only. 

On the fourth day after admission I raised a del- 
toid flap and verified the diagnosis of new growth. 
I then disarticulated the head of the humerus and 
cut the inner flap from within outwards. The 
vessels were quickly secured. Iodoform powder 
was dusted into the wound, and the edges adjusted 
with sutures. One drainage-tube was inserted at 
the posterior angle of the wound, and a dressing 
of salicylic wool was bandaged on. During the 
operation an ounce of brandy was injected into 
the rectum. Alter the operation the patient was 
very collapsed. Ten minims of ether were injected 
beneath the skin, and two drachms of brandy were 
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ordered every half-hour. On the day after the 
amputation the patient recovered from the shock ; 
he was still weak, but felt fairly comfortable. On 
the second day the temperature reached ioi° ; it 
then fell, and on and after the seventh it was about 
normal. The dressing was changed every second 
or third day. The wound at first appeared to be 
healing without suppuration, and on the sixth day 
a very small piece of drainage-tube was employed. 
On the tenth suppuration had occurred, and the 
pus did not escape freely until a stitch was re- 
moved and a tube placed between the flaps. After 
the last date the progress towards recovery was 
continuous, and on the twenty-sixth day after the 
amputation the stump was nearly healed. 

The growth involved the anterior and inner 
aspects of the humerus. Its upper limit was just 
below the neck of the bone, and its lower at the 
insertion of the deltoid muscle. There was an 
oblique fracture of the humerus, which started at 
the inner side of the surgical neck of the bone, 
and passed downwards and outwards to the lowest 
point of the attachment of the deltoid. The 
growth was about the size of an orange ; its sur- 
face was nodulated and hard; its microscopical 
structure was that of a spindle-celled sarcoma. 

Both these cases were examples of spindle-celled 
sarcoma, and although the whole of the apparent 
disease has been removed it is too early to pro- 
nounce positively as to future immunity, notwith- 
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standing the complete removal of the bone 
involved.* In the case of a girl whose thigh I 
amputated last summer I think we may take a 
hopeful view of her future, because a section of a 
tumour showed ossification to be in progress ; this 
I believe to be a favourable circumstance, as I 
shall show in another remarkable case which was 
in this hospital some years ago. 

Case 3. — B. B., a girl aged eighteen, was ad- 
mitted on June 2nd, 1 887, She stated that about 
four years ago she first noticed a painfnl swelling 
of the lower part of her right thigh. The swelling 
steadily increased, and ten months ago the patient 
came to the hospital, where she was treated as an 
out-patient with lotions and blisters, bnt without 
obtaining any relief. The increase in size still 
continued, and on admission to the wards the 
swelling involved the lower third of the shaft of 
the femur, and ended about two inches and a half 
above the lower articular surface. The extent of 
the growth on the anterior surface of the femor 
was four inches and a half. The circumferential 
measurement of the thigh opposite the middle of 
the growth was an inch more than at the corre- 
ponding part of the other limb. The femoral 
glands were not enlarged, and no signs of growth 
in the lungs could be detected. On June 15th an 
incision was made over the outer surface of the 

* The girl died a few weeks after leaving the hospitiil,froiii 
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growth on the femur. A portion of the growth 
was removed by the trephine, and, as it appeared 
to be sarcomatous, the Hmb was amputated at the 
junction of the middle and lower thirds. The 
vessels were ligatured with catgut, and the flaps 
united with silver wire sutures, with intermediate 
ones of catgut. One large tube was placed across 
between the flaps, and a dressing of iodoform 
powder and salicylic wool applied. The tempera- 
ture reached ioi° on the second day after the ampu- 
tation. It then fell to normal, but rose to ioo° and 
102° on two or three subsequent occasions. The 
flaps united well. The tube was entirely removed 
on the tenth day after the amputation, and all the 
stitches on the nineteenth day after. The patient 
was discharged on the forty-fourth day. 

The growth almost surrounded four inches and 
a half of the lower third of the femur, and was 
periosteal. The base of it was composed of very 
dense bone, which was continuous with that of 
the shaft of the bone. The depth of the growth 
from the surface to the medullary canal was 
an inch and a half. Its periosteal surface was 
covered for a depth ranging between a quarter 
and half an inch with soft glistening tissue, 
which had a fibro-cartilaginous appearance, and 
into this rays of dense bone extended irregu- 
larly. The microscope showed the growth to be a 
mixed round and spindle-celled sarcoma, which 
was undergoing chondrification and ossification. 
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Tliis patient was seen on October i6th, 1887. She 
was quite well, and there was no sign of recurrence 
in the stump. 

I have taken some ti'ouble to hunt np the 
patients upon whom I have operated for sarcoma, 
because I think erroneous deductions as to the 
fatality o£ many of these cases have been drawn 
by those who have collected only a small number 
of cases, I wish, therefore, to publish all I can, 
ivith a view to arriving at clearer opinions founded 
upon sufficient data. The following is a case in 
which the patient died two years after the opera- 

L^on, but we could not ascertain whether there 

Hres recurrence or not. 

r Case 4,— E, H,, a woman, aged fifty-eight, 
was admitted on February 5th, 1884. She had 
noticed a swelling of her right thigh for t«n 
months. On admission the growth occupied the 
middle two-thirds of the limb ; it enveloped the 
front, the outer, andhalf of the inner and posterior 
aspects of the femur. The tumour waa firm except 
in front, where there were two rounded fluctuating 
projections. The skin was shiny and slightly dis- 
coloured, and large veins coursed over the growth. 
The circumference of the right thigh measured 
seven inches and a half more than that of the left. 
The lymphatic glands in the groin were not en- 
larged. The tumour was aspirated, and two 
ounces of dark blood-stained fluid were withdrawn. 
On the day after admission the thigh was amputated 
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just below the trochanters. An anterior flap of 
skin and fat was cut and raised. The musclea 
were divided transversely down to the bone, and 
the latter was sawn. A posterior flap was then 
cut from within outwards. Shortly before the 
operation three ounces of brandy and three ounces- 
of water were injected into the colon. The pulse 
remained good during the operation, but it became 
very weak afterwards. IVequent small doses of 
brandy were given during the following six hours. 
The urine was drawn ofi" every six hours. 

The flaps united by flrst intention, except where 
the drainage-tube was placed. The tube was re- 
moved on the twentieth day after the operation,. 
and the stump appeared to be healed three days 
later. The temperature kept normal from the 
ninth day to the twenty- sixth, when it rose to 
lOo'', and four days later to loi''. On the thirty- 
third day a little discharge escaped from between 
the flaps, and so a tube was placed at the inner 
end. The temperature then became normal. The 
patient was discharged on the thirty-eighth day 
after the operation. The tumour was growing in 
the rectus muscle, being limited in front ancl 
behind by the fascial sheath of the same. Along- 
the outer surface of the femur, in the upper thirct 
of the part removed, the tumour approached very 
close to the bone, and here the latter was eroded. 
The growth was a myxo-sarcoma (spindle-celled)^ 
and enclosed one large and two small cavities 
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containing mucoid materia!. TMa patient died 
in Api-il 18S6. 

I now come to a remarkable case of sarcoma of 
the arm and shoulder, which was under my care 
in 1883, and is shown in Fig. 3. 




Ca3E J. — The patient was sixteen years old, 
and the swelling, which had been noticed two 
years, followed a fall. The tumour involved the 
upper part of the humerus and scapula, and on 
July 4th, 1883, I removed the whole of the npper 

Eib, with the scapula and outer third of the da- 
le, Aa the case has been already published,* I 
• BriiUh Mtdical Jounial, July loth, i3S5. 
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need not give all the details, but it will be suffi- 
cient to eoy that the patient made a thoroughly 
good recoveiy, and on hb discharge presented the 
appearance shown in Fig. 4. The growth was a 
spindle-celled sarcoma undergoing ossification, 
and when I brought the case before one of the 




Medical Societies, I was very positively assuri 
that the disease would certainly return and kill 
the patienU Return it did ; once seven months 
and a half after the operation, when I removed a 
small nodule from the cicatrix; and again two 
years and a half after the original operation, when 
I cut a mass ont of the pectoral muscle. That is 



I 
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now two years ago, and the patient is, as I have 
recently ascertained, now in good health.. Thia 
bears out what I said before in connection with 
Case 3, that cases of ossifying sarcoma are mora 
favourable than others.* 

I now show you two living patient.a whom I 
have managed to bring here to-day to illustrate 
two points : the first is tlie absolute immunity 
which follows thorough removal of myeloid or 
giant-celled sarcomata ; and the second, the fact 
that sai'coma of muscle does not always make the 
rapid and fatal progress which is laid down by 

fBOme authorities. 
Case 6. — J. S., a woman, aged thirty, was ad- 
, mitt-ed under my care on October 3rd, 1879. She 
had often suffered from rheumatic swelling of her 
joints, and about nine months before admission 
ah© experienced great pain in her left shoulder, 
which also became much swollen. The left 
shonlder was found miicfi enlarged, owing to a 
tense elastic swelling ; the skin over it was hot 
and a little red. Movements at the joint were 
restricted and veiy painful. The patient was dis- 
charged a fortnight after admission, and after 
three months' absence she returned. The swelling 
was much greater ; the skin was red and hot, and 
the superficial veins were distended ; the swelling 

■ This patient was again operated on in December 1888, 

and eventually died in Jannary 189 [, with further " "" 

it) the cbest-wall. 
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extended from just above the insertion of the 
deltoid muscle below to the acromion and coracoid 
processes above. It appeared to be due to a new 
growth, and on manipulation, with the aid of an 
anaesthetic, the humerus was found to be broken 
at the lower end of the growth. 

On January 20th, 1880, the limb was amputated 
at the shoulder-joint, and a few small pieces of 
gi'owth, apparently in the subscapularis muscle, 
were cut away with scissors. The vessels were 
secured with catgut ligatures, the flaps were 
united with wire sutures, a long drainage-tube 
was passed through the wound, and a carbolic 
gauze dressing was applied. The temperature 
reached 100.6° on the third day, 101.4° ^^ ^® 
sixth, and ranged between the normal and 100.2° 
until the eighteenth day after the amputation.. 
and then remained normal. The wound healed 
well, though not completely by first intention; 
The drainage-tube was removed on the thirteenth 
day, and the patient was discharged on the thirty- 
seventh day after the operation. • 

A tumour about the size of a large orange re- 
placed the head of the humerus, and the shaft of 
the bone was broken obliquely about an inch below 
its head. The growth contained a number of blood 
cysts, and spicules of bone could be felt here and 
there in its substance. The microscopical exami- 
nation of the growth proved it to be a myeloid, 
sarcoma. This patient was seen in October 1890. 
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She was in gooti health, and there were no signs 
of recurrence. 

The last patient (Case 7) is, as you see, a well- 
grown girl of eighteen, who has a maaa in the 
adductor muacles of the thigh^ but otherwise ia in 
good health, and yet four years ago I ahandoned 
her case as hopeless after two extensive operations- 
The following are the notes of her case. 

CasE 7. — A. K., a girl, aged fourteen, was ad- 
mitted on October 15th, 18S3. She had sustained 
an injuiy to the inner aide of the left thigh 
eighteen months previously. ITiis was followed 
by the formation of a hard lump as big as a small 
apple, which disappeared in about a month after 
being painted with iodine. Six months ago a 
tumour appeared in the same situation. It did 
not attract attention till it reached the size of an 
orange. Iodine was again applied, and the 
tumour was thought to diminish in size. On 
admission there was on the inner side of the left 
thigh a large pyriform mass as big as a large 
pear, and reaching to within about an inch 
and a half irom the body of the pubes. The 
mass was freely movable upon the subjacent 
structures, and the skin moved freely over it. 
Neither the femoral nor inguinal glands were 
enlarged. On the second day after admission the 
tumour was exposed and. incised, and found to be 
a sarcoma. It extended deeply into the limb, and 
involved the muscular substance of the adductor 
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longus, gracilis, and pectineus. The growth was 
removed in three portions, and at one time it 
appeared that its removal would necessitate ampu- 
tation at the hip-]oint. The patient was very 
faint, and a hypodermic injection of ether was 
given; an enema of a pint of water and three 
ounces of brandy was thrown into the colon. 
Four vessels were ligatured ; a large drainage-tube 
was inserted in the wound, and the latter closed 
with sutures. An antiseptic dressing was applied. 
The patient was considerably collapsed after the 
operation, the temperature being 96.2** two hours 
after. Frequent small doses of brandy were 
administered. An abundant discharge from the 
wound necessitated a change of the dressings at 
the end of three hours. The day after the opera- 
tion the temperature rose to 102.2° at 7 P.M., and 
at the same hour on the second day after the 
operation it was 1 01. 6°. During the next three 
days it varied between 100° and 101°, and fell to 
normal by the tenth day, and remained so after- 
wards. The discharge from the wound was offen- 
sive on the fifth day ; on the sixth a quantity of 
offensive pus was found in the wound. The wound 
was syringed out with carbolic lotion, and the 
sutures in the centre of the wound were removed. 
On the ninth day the wound was gaping, and all 
the sutures had cut out. The wound gradually 
healed from below, and the patient was discharged 
on the thirty-second day. 
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On examination the hai-der parts of the growth 
svere found to contain bundles of connective tiasuB 
and well-defined blood-veasela ; other parts were 
homogeneous and composed of spindle-shaped and 
oval cells only. 

She waa readmitted five months later, and stated 
that the wound had healed about a month after 
she left the hospital. Three or four weeks after 
the wound had healed she noticed a lump in the 
scar. On readmiasion a finu tumour between the 
pelvis and the upper part of the cicatiix was dis- 
covered to be adherent to the adductor muscles. 
The growth was exposed by an angular incision, 
and a triangular flap of skin reflected downwards. 
'I'he tumour was then peeled off the pubic ramus 
and dissected from the adductor muscles, but the 
frrowth could not be completely removed owing to 
iT.s proximity to the femoral vessels. The tumour 
was found to be a fibro-sarcoma, like the original 
p-rowth. The temperature was 102" the first two 
days after the operation, and varied between 100° 
and 101° till the fourteenth day, when it fell to 
normal. The wound suppurated freely, and finally 
broke open. It was granulating healthily on the 
nineteenth day after the operation, when the 
patient was discharged. 

• This patient is aliTe (Jrla.T 1891) and in good health. 
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You know, gentlemen, that I have lately had here 
under my care a patient who was sent up to me 
from the country with the ordinary form of dropsy 
connected with the ovary — ^namely, dilatation of 
the cysts which form the natural structure of the 
ovary. When she was admitted on February i6th> 
1888, she had an enormous abdomen, as you will 
remember. Although she was only thirty-one 
years of age, she looked a good deal older. She 
was somewhat sallow, but otherwise she seemed in 
very good health. The history of the case was 
that she had had one child, and her abdomen had 
been getting steadily larger for nearly a year. 

You will remember that we went into the 
diagnosis at the bedside, and we found that there 
was very distinct fluctuation over the greater part 
of the swelling, that there was a dull note over 
the central portion where the tumour existed, and 
that there was a clear percussion note on the 
right side, but one not so clear on the left side. 
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The left side was somewhat dull, and I ventured 
to predict that we should find that the tumour 
had formed a secondary cyst, or more cysts, in the 
left region, and so it afterwards proved. The 
fluctuation was so very distinct that it might 
almost have been thought to be a case of ascites 
as regards the wave of fluid, but of conrse the 
fact that the dulness was in the centre and the 
clear note at the side negatived that. The only 
other thing that it might possibly have been was 
one of those exceedingly thin cysts which we find 
connected with the broad hgaraent, which are 
sometimes no doubt parovarian, and therefore cor- 
rectly called parovarian cysts, bnt are better called 
cyata of the broad ligament ; but the size nega- 
tived that. Tou never see a parovarian cyst or a 
cyst of the broad ligament so large, and I had no 
doubt that it was a trne ovarian cyat. 

I got Dr. Williams to see the patient, and aa 
he agreed with me in the diagnosis, the only qnes- 
tion, then, was when and where the operation 
should be done. It so happened that the room in 
which we are in the habit of doing ovarian opera- 
tions in this hospital, most of which fall into the 
bands of Dr. Williams, was occupied at the time, 
and I did not like to leave the patient unrelieved 
with such an enormous abdomen, because there is 
a riak in such cases that aome cyst might give 
way accidentally and a quantity of fluid be poured 
into the peritoneum, and possibly a fatal resnlt 
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ensue. You will remember that a day or two 
after her admission, therefore, I tapped her in the 
median line with a large aspirator-needle — one of 
the largest size — and drew off slowly thirty-one 
pints and six ounces of thickish fluid. If you 
work that out you will see that it is very nearly 
four gallons, and that will give you an idea of the 
size of the large cyst which was tapped. It was 
one cyst only that was tapped ; the other cysts, 
which we found subsequently, of course not being 
interfered with by the trocar. 

One word with regard to the question of tap- 
ping. You will find that there are differences of 
opinion amongst authorities as to the advisability 
of tapping. No doubt in this case it was advis- 
able, because we wanted to give relief and tide 
the patient over a few days longer ; but if that 
were not the case, would it be wise or not to tap 
the patient before operation ? I think the general 
opinion is that it is better not to tap. You will 
certainly have a little risk in tapping ; you might 
let out a little fluid into the peritoneum, and 
possibly set up a certain amount of peritonitis, 
and in that way get adhesions. Again, it is 
possible that you might disseminate a little 
portion of some growth out of the cyst itself 
into the cavity of the peritoneum. Therefore I 
think you will find that the majority of authori- 
ties say that it is better, save in exceptional cases, 
not to tap. But this was just one of the excep- 
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tional cases where it was well to tap, and I do jiot 
think it did the patient any harm. 

Now to come to the operation of ovariotomy, 
which I performed upstairs in the isolated roon> 
on March gth. The patient, you will remember, 
had a perfectly uninterrupted recovery. She was 
removed downstairs the week afterwai-ds into njy 
wards again, and I then took out all the stitches, 
and she is now fairly convalescent, and is only wait- 
ing for the weather to moderate before going home. 
Then came the question whether the operation 
should be done with strict antiseptic precautions 
or not. It certainly was done with strict antiseptic 
]jrecautions as regards everything we could do to 
j-ender our hands, our instruments, and sponges 
aseptic, but it was not done with a spray. There 
was a spray ready, and those who were present 
may remember that I declined to use it, but I 
allowed it to play away in the room. There can 
be no objection to that, because it keeps the air 
of the room sweet, but there is a very great 
practical objection to having the patient covered 
with spray at the time of the operation. If you 
allow the peritoneum to be sprayed upon, un- 
doubtedly you get a certain amount of fluid into 
it, which is undesirable ; and, still more, the spray 
has a great cooling effect upon the intestines, 
which is certwnly objectionable, for it lowers the 
patient's vitality, and is apt to produce shock. I 
think, too, it is better to avoid the possibility of 
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u considerable quantity of carbolic acid being 
absorbed by the peritoneum. You will remember 
that the peritoneum absorbs extremely readily, 
and if you have a spray of i in 40carbolicthrowii 
over it, it ie conceivable that you might get more 
carbolic acid absorbed than is good for the patient. 
Let me finish this question of using the spray 
by quoting a few sentences from a lecture gi\'en 
the other day at the College of Snrgeous by ilr. 
Cheyne, who is a great authority, as you probably 
know, upon antiseptics. I quite agree with him 
when he says: ''In former times the peritoneal 
cavity was looked upon as one especially liable to 
inflame, and it was thought to be one of the 
triumphs of antiseptic surgery that operations 
could be performed on the peritoneum without 
bad result. The experience of a nnmbei' of 
surgeons has, however, now shown that it is not 
absolntely necessary for success in operations on_ 
the peritoneum that all bacteria should be ex-pB 
eluded from the cavity ; in fact, this seems to heM 
much less necessary than where operations ar&a 
performed on other serous cavities, such as joint aj 
or on the subcutaneous or muscular tissues. The ' 
explanation of this surprising result is found in 
the nature of the lining wall of the ca\'ity, and 
in the conditions under which pyogenic orgaiiisiuH 
find themselves there. ITie peritoneum has maCal 
vellous powers of absorbing fluids, and ti 
sions into it are very rapidly removed, ano 
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way micro-organisms are deprived of the necessary 
nutrient material, while they are also, in all proha- 
bility, absorbed along with the fluid and destroyed 
in the blood, or excreted," Then, in another part, 
he saya; "It is evident, therefore, that when 
authors draw conclusions to the effect that aseptic 
treatment is unnecessary in surgical practice 
because they obtain good results in operations 
on the peritoneum without it, when they take 
care to introduce as few of these organisms as 
possible (in many cases probably none at all are 
allowed to enter), to introduce them in as dilate a 
state as possible, to remove all the fluid and other 
materials, such as blood-clot, hi which they can 
grow, and to avoid injury to the peritoneum as far 
aa they can, they make an assumption which is 
not at all in accord with other clinical and ex- 
perimental observations. The points which I have 
mentioned amply explain the results, and bring 
them into unison with those of experiments and 
of clinical experience with regard to other tissues 
of the body." I do not for a moment say that we 
did the operation without antiseptics ; we did use 
antiseptics, but the point that 1 ivant you to under- 
stand is that I pui-posely did not use the spray, 
and I think the result shows that it was not 
necfssary. There are many surgeons who still 
use the spray for peritoneal operations, but 1 
think that those cases which you have seen of 
intrar-peritoneal operations where the spray wati 
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not nsed, sueli as gunshot injuries, aud othei^l 
which Mr. Barker has recently had under his care, ] 
moat of which have been very successful, ahow 
that a spray is not necessary in opei-ationa npon 
the peritoneum, but had perhaps better be avoided. 

Then as to the steps of the operation, 
who were present wiU remember that I simplj 
made an incision three inches long : that I t 
posed the sac by dividing the peritoneum upon i 
director, and that the sac immediately came inta 
view- — a blnish-looking thin membrane, which il 
its ordinary condition. There was no peritoneal I 
fluid, and the cyst was at once exposed. I put my 
hand in and broke down some sliglit adhesions; 
and then, as you will remember, I tapped the cyst 
at once with Wells's trocar. I first tapped tbei 
large cyst, that was of course the original cyrt 
which had gradually been refilling, and then T 
found other secondarj' cysts, one of which I tappf 
s well. I also found at the back part, as I ex-d 
pected, some almost solid material, and I thong] 
it better to enlarge ray incision slightly, perhaps H 
couple of inches more, making it five inches alto 
gether. I was then able to deliver the cyst, a 
say, to draw it out of the peritoneal cavity, and e*-^ 
pose the pedicle. In drawing it out, I found againil 
a few slight adhesions, and you may rememb( 
that the omentum was adherent at one or tw^ 
points. I tore those through andgot tothepediclftj 
It was, as you see, a wide pedicle, formed, ( 
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cuurse, by tlie broad ligament of the uterus, and 
you can see here on the cysts the end of the I'al- 
lopian tube. I transfixed the broad pedicle with 
an aneurism needle carrying carbolised silk. I 
tied it at first in two portions, and then, cutting 
one ligature short, I used the other to put round 
the whole of the pedicle, and tied it again in one 
piece. It is a little important to bear in mind 
that it is not safe to tie a pedicle simply round as 
you would an artery. Never mind what the size 
of a pedicle is, you should transfix it and tie it in 
two halves by separate ligatures. That may be in 
n great many cases sufficient, but then it is just 
possible that there might be a vessel in the middle 
which might have been transfixed by your needle 
or torn by the ligatures. It ia therefore safer, 
though it is not essential, to take one of the liga- 
tures and bring it round again behind the point 
—where it has been tied before, so as to enclose the 
■■whole of the pedicle again. You will find that 
some operators lay a good deal of stress on looping 
one Hgature into the other ; they say it is not safe 
to tie the two halves separately, but that you 
should slip one ligature into the other. I have 
not done it, and I do not think it necessary, and 
I have never had trouble in any way afterwards 
with the ligature. Next I cut the ligature short 
Uid divided the pedicle with scissors. Then came 
iiB examination of the peritoneum and stopping 
Itte or two bleeding points in the omentum, 
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which we tied with fine silk. Then the peritoneum 
was sponged carefully out and the abdomen closed. 
Now, it is in closing the abdomen that Sir 
Spencer Wells made the great improvement. 
Previously to his first operations, now thirty 
years ago, it had always been laid down in 
surgical works that in any case of wound of the 
abdomen you should be careful, in putting in 
stitches, not to include the peritoneum. He 
found, on a post-mortem examination of one 
of his early fatal cases of ovariotomy, that, 
although the upper part of the wound had unit^, 
the two peritoneal surfaces were asunder and had 
not united, and that there was suppuration be- 
tween them. He made a few experiments on 
rabbits, the results of which you may see in the 
College of Surgeons' Museum ; and he found that 
when he carried the needles through the peri- 
toneum and brought the two surfaces together he 
had at once adhesion of the peritoneum, and the 
wounds united rapidly and well. Sir Spencer 
Wells at once published his results, and ever since 
that the rule of surgery has been reversed, and 
every one now would put the needles through 
the peritoneum and bring the two adjacent peri- 
toneal surfaces close together. That is exactly 
what I did. I used a silk thread with a needle at 
each end, passed it from within through the abdo- 
minal wall, about half an inch from the edge, and 
put in five sutures, which I tied fairly tightly. 
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Then I blew a little iodoform on the wound, put 
a pad of wool over, and plaster over that, to keep 
the paints quiet. 

The patient made a perfectly good recovery. 
We have here the temperature table. I performed 
the operation on March gth, in the morning. The 
temperature went up a little towards the evening ; 
it wflsashighas ioi°at seven P.M., and it was 102.2" 
at eleven p.m. The next day it went even a little 
higher — 102.4' and 102,8' ; and at three o'clock it 
was at 103 ". Then it gradually came down, and 
in two days it was at the normal, and there it con- 
tinued until the patient left the separate wai-d. 
With regard to the tempei'ature in these cases, it 
is said that if you use the spray you get a lower 
temperature than if you do not use it. I do not 
believe it for a luoraent. It ia true that I did not 
uae the spray here, and the temperature seems to 
bve gone up a little, but I can show you in some 
case-books of mine records of temperature 

■T ovariotomy illustrating this point. Here is 
the very first — that of a woman on whom I per- 
formed ovariotomy in 1S70. The temperature is 
carefully recorded throughout, and it was as nearly 
normal temperature as it could be, except on the 

■ning of the operation, and then it was only 
It never went above 100.6°. And this 
'83 before tlie days of carbolic spray — pi-actically 

'ore the use of antiseptics — because we certainly 

ik no precautions in those days to produce 



uae 
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aneptic results. We had cleanliness, but nothing 
more. I only want to illustrate the fact that a 
spray certainly does not keep down the tempera- 
ture, and that the rise in temperature in this case 
was not due in any way to the want of spray. 
What it was due to I cannot say : it is one of 
tliose curious things which happen from time to 
time. It certainly did not mean any septic poison, 
because the patient made a perfectly good recovery. 

So much for the case ; now I want to say a few 
words with regard to the operation of ovariotomy. 
And first with regard to the circumstance that I 
and my surgical colleagues so seldom do it here. 
It is not our fault, it is our misfortune ; we do 
not get the cases. The fact is that the gynaeco- 
logical department sees these cases much more 
fre(|uently than we do, and Dr. John Williams 
does the operation so well himself that he does 
not call in his surgical colleagues to assist him. I 
am not particularly jealous of it; I am quite 
content that he should have his cases ; but at the 
same time I should be sorry for it to be supposed 
that ovariotomy is not a strictly surgical proceed- 
ing. It is a surgical operation, and it was by 
surgeons really that ovariotomy was established. 

If you go into the history of ovariotomy, yon 
will find it was first done by an American surgeon, 
Mr. ]\IcDowell. I have here a copy of A Memorial 
Oration in Honour of Ephraim McDotvell, the 
Father of Ovariotomy, by Samuel D. Gross, M.D., 



p ON OVARIOTOMY. 121 

the leading surgeon in America of his day. la 
1879 there was a monument, of which I have here 
a photograph, set up to McDowell by the Ken- 
tucky State Medical Society, and after the manner 
of Americans they got Dr. Gross — a fine old surgeon 
— to make an elaborate speech (with which I will 
not trouble you) dedicating this monument to 
McDowell. Then, as a reward to Dr. Gross for 
having made the speech, they did an eccentric 
thing : they presented him with McDowell's 
knocker, which used to hang upon his door 
when in practice ; and I have here a short 
speech made by a poor friend of mine, now dead 
— Dr. Cowling, of Louisville — in which he speaks 
in very high-flown terms of the difi'erent associa- 
tions of this knocker with McDowell's practice. 

McDowell was, no doubt, the first to perform the 
operation, and it was occasionally done by various 
surgeons, the late Prafessor Lizars, of Edinburgh, 
being the first who did it in this country. In 
London it was done by one or two surgeons. Mr. 
Csesar Hawkins was, I believe, the first who had 
a successful case in a London hospital, a great 
many years ago. The late Mr. Baker Brown, I 
think, did the most at one time to bring ovario- 
tomy into note, but he had no very great success ; 
and it was not until Sir Spencer Wells took it up 
in 1858 that the operation may be said to have 
been established. There were a few cases re- 
corded, but they were mostly fatal, and it waa 
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not until about the year i860 that ovariotomy 
became a recognised operation. 

Now let us see what was the precise operation 
in the early days. The abdomen was opened, not 
always in the middle line ; I believe in the earlier 
operations the incision was made on one side. 
But certainly in the later operations the linea alba 
was incised, and then the tumour was removed 
witliout tapping. That is the great point, that 
wlien a large incision was made, sometimes from 
the ensiform cartilage to the pubes, and the whole 
mass of the tumour was dragged out, naturally a 
large quantity of intestines came out with it, and 
the only wonder is that any of these patients sur- 
vived. The first great improvement was limiting 
the incision and tapping the cyst, thus reducing 
the bulk of the tumour, and so removing one great 
element of danger. 

Then as to the pedicle. The first treatment of 
the pedicle was exceedingly simple. The surgeon 
tied it, and he left two long ends of thread hang- 
ing out of the lower end of the wound, and after 
a few days, if the patient lived so long, the liga- 
ture came away and was dragged out of the wound 
with a piece of the pedicle in it. A few cases re- 
covered even by that very rough method. But the 
first great improvement was the idea that it would 
be better to bring the pedicle outside, and I think 
that Mr. Jonathan Hutchinson is entitled to tho 
credit of that. He thought that if the pedicle 
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could be retained outside— I mean the cut end of 
it — we should avoid a considerable amount of risk 
of intra- peritoneal suppuration, and he devised 
what is called a clamp. I really had some diffi- 
culty in getting a clamp this morning to show 
you. The instrument is now so completely gone 
out of fashion that Mayer and ileltzer could not 
find a complete one ; but here is the end of one, 
and you can easily imagine that it ought to have 
two handles. This is the original of Mr. Hutchin- 
son'.s clamp, which was nothing more than a pair 
of callipers. The pedicle was put through and 
squeezed up as tigiitly as possible, and then the 
nut was screwed down. The handles were taken 
off for convenience ; the wound was brought toge- 
ther, and the clamp was left outside the abdomen. 
There are various modifications of clamps. 
This was one of Sir Spencer Wells's last, I 
believe ; but I think there is no clamp so 
good as this simple one, where the edges are 
parallel to each other and well serrated. f)f 
course, the pedicle being outside the abdomen, 
any action on the end ol' the pedicle took place 
outside the peritoneum, and after a few days the 
pedicle got loose from the clamp. There was ])ro- 
bably no htemorrhage, the ^'essels being stopped 
by the ordinary process. Tlien the pedicle got 
retracted a little into the cicatrix, and became 
adJierent there. That was one of the ]irincipal 
objections to the clamp — that the end of the 
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])edicle, being entangled in the cicatrix, was 
left there, and sometimes remained raw and sore, 
and occasionally, not unfrequently I believe, it 
menstruated. The fact is, there was the end of 
the Fallopian tube included in the pedicle, and 
when menstruation took place on account of the 
otlier ovary you were apt to get a discharge. 

Those surgeons who were not satisjSed with 
the clamp tried to divide the pedicle with a 
cautery. Mr. Baker Brown, I believe, was the 
first who did it, and he did it rather extensively. 
I have here two of his cautery clamps. You will 
at once see how they were used. Supposing this 
towel to represent the pedicle, it was put through 
tlie clamp and the clamp was screwed up tight ; 
ill fact, it is very much like a magnified Smith s 
pile-clamp. These pieces of ivory protected the 
abdominal wall from injury. Then the cautery 
was worked against the metal bar, and the pedicle 
was cut through. Of course, if the cautery acted 
perfectly, nothing could be better ; but practically 
it was found — I found it myself — ^that when you 
came to let go the clamp you were apt to have a 
little bleeding, one or two vessels spouted, and then 
you were obliged to apply the cautery again, or to 
pick up the vessels separately and put ligatures on. 

Then we had introduced into this country, 
by the late Dr. Tyler Smith, the suggestion that 
perhaps, after all, it would be better to tie the. 
pedicle and cut the ligatures short, leaving the 
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eada iu the abdomen, and t.Jiat is almost the 
universal jiractice in the present day. But it is 
right that it should be understood that it does not 
at all depend on the introduction of the Listerian 
method of treatment, because it was done long 
before that. I remember seeing Dr. Tyler Smith 
operate in 1868, long before Listtjc brought out 
his system, and then the pedicle was "tied and 
dropped," and the patient did perfectly well. 
Since the introduction of antiseptics Sir Spencer 
Wells has abandoned the clamp, and now drops 
all his pedicles in. Iu his book on the Diiujiujsis 
and Surgwal TreatnifiU of Abdomina!, Tumonra, I 
see that he takes more credit than I should for 
the antiseptic method. Other surgeons also think 
that his success during the last few years since 
187S, wlieu he began to drop the pedicle in and 
at the same time use antiseptics, has been due 
i-ather more to droijping the pedicle into the 
]ieritoiieum than simply to the use of antiseptics. 
However that may be, here you have a case before 
you where the pedicle was dropped, where anti- 
septics were used but not the spray, and whei-e 
tlie patient has done perfectly well. 

Though 1 canuot speak of hundreds or thou- 
sands of cases like Sir Spencer Wells, I think it is 
right that I should give you the result of my own 
personal experience of the operation. I was 
attached for a time some years ago to the Hospital 
for Women at Soho Square. While there I had 
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cases of ovariotomy — ^not very many. My first 
case was a very bad one, in 1870. There were 
two cysts of the broad ligament, and I used the 
clamp cautery. The patient died. The second 
case was a woman, aged twenty-eight ; there was 
a multilocular cyst, and I used the clamp. That 
was the only case in which I have ever used the 
clamp ; and you will easily understand why. I 
used an ordinary clamp, and thought that every- 
thing had done well; but I was sent for some 
hours afterwards in a great hurry, and I found 
the patient pale and apparently moribund; the 
pedicle had slipped out of the clamp and dis- 
appeared into the abdomen, and the patient was 
obviously bleeding to death. I at once opened 
the incision in the lower part of the abdomen, 
t<ot hold of the pedicle, and tied it. Unfortunately 
tlie patient had lost too much blood, and died 
some few hours afterwards. In the third case, I 
tied and dropped the pedicle ; but it was a case 
of cancer, and cases of cancer almost invariably 
do badly, and the patient died on the thirty-fourth 
day. One can hardly say that she died from 
ovariotomy, but she did not eventually recover, 
and she died really of cancer. 

With my fourth case I was more fortunate, the 
patient making a recovery ; but it was a curious 
recovery, because a singular accident happened 
during the operation. It was the case of a woman, 
aged thirty-seven, with very great adhesions, on 
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whom au unsuccessful attempt at ovai'iotomy had 
previously beeu made. The woman came to me, 
and I thought that, on the whole, I might try and 
do \\hat I could. I performed ovariotomy, and 
succeeded eventually in removing a cyst, and she 
gut perfectly well. I will give you short notes of 
the case from the Clinical Society's recoi'ds. She 
was thirty-seven years of age, and the circum- 
stances of the operation were these : " I found it 
necessary to enlarge the incision upwards, and 
this I did in the usual manner, raising the abdo- 
minal wall with two fingers passed beneath it, and 
cutting between them with blunt-pointed scissors. 
On completing the section an unusual appearance 
at the upper extremity of the incision attracted 
my attention, and I then found that a piece of 
small intestine, perfectly empty and adherent to 
the abdominal wall, had been divided in thvee- 
fourtha of its circumference. An assistant grasp- 
ing the ends of the divided bowel, I proceeded to 
complete the removal of the ovarian tumour, in 
which I encountered great difficulties owing to 
the firm adhesions both to the abdominal wall and 
deeply in the pelvis, and also to the intestines on 
the right aide. The cyst was connected with the 
right ovary, and there was a broad pedicle, which 
I tied in two parts with hempen ligatures after- 
wards cut short, and the same plan was pursued 
with a long vascular band of adhesions. I now 
returned to the divided intestine, which I treated 



128 ON OVAEIOTOMY. 

ou the ordinary principles of surgery by estab- 
lishing an artificial anus in the following manner." 
With that I need not trouble you. I made an 
artificial anus in the wound, and the patient made 
a complete recovery. I was able to close the arti- 
ficial anus to a certain extent, but there always 
was a little fistula left through which a little 
biliary fluid discharged, otherwise the patient 
completely recovered. 

Now, let me say at once that a wound of 
the intestine is one of those things that may 
happen, and I believe has happened, in ovario- 
tomy both before and since my case. I see Sir 
Spencer Wells mentions having had a case subse- 
quently to this, in which he found that he had 
torn the intestine ; and he had to remove a piece 
of the bowel, and afterwards united the two 
portions together by sutures — what we now call 
the Lembert suture. The patient died, not 
apparently from anything to do with the accident ; 
for at the necropsy it was found that the intes- 
tine was water-tight. In my case I did not 
venture to do that. I brought the two ends out 
and made an artificial anus, and I think that, 
on the whole, it was best for the patient. 

To go on with my list, in which there now 
come some successes. There was a woman, aged 
thirty-seven, who recovered — that is the case I 
have just mentioned ; and then there was a woman 
of thirty-six, who recovered; and the next was 



■ ON OVAIIIOTOMY. 129 

a woman of thirty (vith a multilocular cyst 
simulating uterine tumour — indeed, it was BO like 
a tumour of the uterus that when I opened the 
abdomen I was in doubt what I should find ; 
I removed the ovarian cyst, and the patient 
recovered. The nest case was a woman of forty- 
nine, from whom I removed both ovaries with the 
cautery, and she recovered. The next case was 
an unfortunate one — a woman of forty, with 
cancer of both ovaries. I removed one with the 
cautery and the other with a ligature ; but she 
died. Then I had a young woman of nineteen, 
with a cyst of the broad ligament. Perhaps I 
ought to have enucleated that cyst, but it was not 
done in those days — I am speaking of 1S72; I 
removed the cyst therefore with the ovaiy, and 
she got perfectly well. Then in 1873 I had two 
cases, both of which I treated with cautery, and 
both recovered. There were eleven cases altoge- 
ther which I had in the Hospital for Women. 

Then, in this hospital, in 1872, I had a multi- 
locular ovarian cyst, which I removed in this 
theatre, using the spray, and with all the precau- 
tions, as far as we could tell, of an antiseptic 
nature; but the patient died. Then, in 1874, 1 
had here another case, but, fearing to operate in 
the hospital, I availed myself of Dr. Graily 
Hewitt's offer to do it in a house he then had 
in Gower Street, and the patient was carried 
I removed the tumour, and she did per- 
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fectly well. Then the last, the fourteenth case, is 
the one I have done here, and she, I am happy 
to say, has made a good recovery* 

My experience, as I say, is very small compared 
with that of many other surgeons. The outcome 
of it is this, that certainly in the present day I 
think you should use the ligature, tie the pedicle 
carefully, and drop it in, taking all precautions of 
an antiseptic nature ; but my advice is not to use 
the spray. It is better that the patient should be 
isolated, and particularly that she should be 
operated upon in the room where she is going to 
remain, so as to avoid all risk of going to and fro. 

I think I ought to say that even the best 
ovariotomists occasionally make mistakes in dia- 
gnosis. The late Mr. Baker Brown, who was an 
extremely able surgeon, used to say that no one 
could tell what an abdominal tumour was until 
he had his hand upon it inside the abdomen ; and 
there is a great deal of truth in that. We make 
elaborate diagnoses sometimes, and we find them 
quite contradicted when we get inside. I might 
mention one case which I myself had some years 
ago, of a patient who had a cyst with very dis- 
tinct fluctuation, as distinct as in the patient that 
I have lately operated on. I had another opinion 
upon her case from a gj^naecologist of eminence, 
who was quite sure that it was an ovarian tumour, 
and he recommended me to do ovariotomy. I laid 
the woman's abdomen open, and on manipulation 
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I found it was not an ovarian tumour at all, but 
au enormous eyst of the kidney. Then came tlie 
question what was to be done. I think, if I had 
then known as much about kidney surgery aa I 
do now (it was many years ago), I should simply 
have tapped the patient from behindj closed the 
abdominal wall, and drained her from behind, 
much as in the case of the patient lately upstairs 
in No. 5. But in those days kidney surgery had 
hardly begun ; therefore, recognising that it was 
a kidney cyst, I proceeded to remove it in the 
same way that you would do an ordinary nephrec- 
tomy from the front. I removed an enormous 
cyst, and without very much difficulty tied the 
pedicle, and the patient survived the operation 
for some days ; but she died of a low form of 
peritonitis, which I believe might have been 
obviated by drainage. I say so now because we 
know so much more about these things than we 
did then. But this is by no means a solitary 
case. I myself have seen a well-known operator 
make the same mistake, and find a kidney cyst 
instead of an ovarian cyst. I have also seen the 
spleen mistaken for an ovarian tumour, and I 
suppose it is hardly possible to avoid occasional 
mistakes in diagnosis. But when you have a case 
before you, having made a fair diagnosis that it 
is ovarian, the only way really to settle its nature 
is to put your band inside the abdomen, and then 
deal with it in the way I have described. 
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I PURPOSE to-day to speak of tumours of the 
scrotum. It is a very important subject, one 
which is constantly coming before us here at the 
hospital, and I need hardly add that tumours of 
the scrotum pretty frequently come before can- 
didates for examination. 

Let me say at once that, having seen a good 
deal of the examination of tumours of the scrotum 
by students, it seems to me that a great many 
of them do not know how to go to work. There 
is a right and a wrong way of examining a case, 
and the wrong way is to seize hold of the tumour 
and put the patient to pain. Naturally, the 
sufferer does not like it and resents it, and I 
presume that if he were a private patient he 
would transfer his attendance elsewhere ; he 
would not put up with it for a moment. The 
first thing you have to ascertain is whether the 
tumour is really scrotal, or whether it is abdominal 
and has come down into the scrotum ; of course. 



P ON TUMOnES OF THE SCKOTUM. 133 

that ia a matter of vital importance. If it !b a 
scrotal tumour, it ia a comparatively simple 
matter ; if it ia a tumour which has come down 
from the abdomen into the scrotum, it may be a 
very urgent matter, especially if a hernia. This 
is most conveniently ascertained by sitting down 
in front of your patient and employing your 
right hand if the scrotal swelling is on the left 
side, and vict- vcrsd. What you want to do is to 
feel with the fingers and thumb whether you can 
make out the spermatic cord above the swelling, 
or whether there is something obscuring it. If 
you can feel the spermatic cord, and nothing else 
with it, it ia clear that the tumour must be 
entirely scrotal, and cannot have come down from 
above. K, on the other hand, you feel the swell- 
ing going right up into the groin, the probability 
ia that it has come down from above. I say the 
probability, because it is not quite certain even 
then, for every now and then hydroceles do pro- 
trude up from the scrotum, and sometimes even 
invade the inguinal region ; but that is the ex- 
ception rather than the rule. 

These abdomino- scrotal cases may be at once 
conveniently divided into reducible and irreducible, 
by laying the patient down and applying gentle 
presHure. A reducible tumour is, of course, pritnA 
facif a Itemia. When reducible with a little 
manipulation, it will go up, if it is intestine, with 
that characteristic "slip and gurgle" which we 
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all recognise as leading symptoms of hernia. But 
you must bear in mind that you will have the sac 
left alongside the cord, and that commonly you 
have the sac considerably thickened in old-stand- 
ing cases. Again, a hernia may be composed 
entirely of omentum, in which case it has no im- 
pulse on the patient coughing, and the omentum, 
although it may be pushed back, will go up in a 
very different way from the slip of the intestine. 
It requires manipulation really to push it back, 
and the knotty feel of the omentum is so entirely 
different from the feel of intestine that you ought, 
with a little experience, such as you may get in 
ordinary student life, to be able to distinguish it. 

Then, let me say, an omental hernia is very 
commonly irreducible. It often happens that a 
piece of omentum has come down and has been 
so for months or even years, and has got certain 
attachments to the sac, and the result is that you 
cannot put it back ; it is practically an irreducible 
hernia. Of course, occasionally intestine is irre* 
ducible — ^not so commonly, I think, in the inguinal 
as in the femoral region. Still it may be irre- 
ducible, and then you would recognise it, of 
course, not by the slip and gurgle that I hav6 
mentioned, but by the general sensation conveyed 
to your hand, by the feel that it is intestine 
containing more or less gas, and by the very 
important symptom that when you percuss over 
it carefully with your fingers in the ordinary way 
you elicit a clear note. 
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Now let us take the other so-called reducible 
tumours. I should put second cor^enital hydrocele 
— a form of hydrocele, as you all ought to know, 
in which the tunica vaginalis still comniunicateB 
with the abdominal cavity. It is seldoni seen 
except in children, but every now and then occurs 
later on in life. In a child you get a tumour 
which you recognise at once aa a hydrocele, bat it 
has the peculiarity that, when you lay the child 
down and hold tJie scrotum up, the fluid dis- 
appears, or, if you have the patient standing, with 
a little manipulation you can still squeeze the 
fluid into the abdomen. The way in which that 
congenital hydrocele returns into the abdomen is 
quite different from the return of a hernia : there 
is nothing of the characteristic slip and gurgle, 
but it is simply a flow of the fluid by gravity into 
the peritoneal cavity when you hold the scrotum 
up. It is vei-y important, of course, to recognise 
this in a child, because, if you make the serious 
mistake of tapping it without recognising it, it is 
conceivable that you might be led to inject iodine, 
and find that yon had injected the peritoneal 
cavity and set up peritonitis. 

Then the third form of reducible tumour is 
hydrocele of the cord, which is not strictly reducible, 
although it appears to be so in some cases. I 
refer to a little sac shut off from the funicular 
process of the peritoneum and not absorbed com- 
pletely, but still containing some fluid. It forma 
^b little tumour, which slips up and down bAoq.'^- 
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side the cord with a little gentle manipulation. 
If you take hold of the cord and pull it down, you 
generally pull the tumour down with it, and when 
you let go perhaps the tumour disappears; still 
with a little manipulation you can get it down, 
and then it eludes your finger and slips up again. 
But there it is always of the same size ; it does 
not vary in the least. The only interest in con- 
nection with it is that it is often mistaken for 
hernia. I have had children brought to me over 
and over again, even the children of medical men 
more than once, who were supposed to have 
hernia. A little care in examination showed that 
it was not a hernia — that it was simply a tumour 
containing fluid, and very elastic. You can fre- 
quently cure those cases at once by a simple 
puncture, drawing off a small quantity of straw- 
coloured albuminous serum. 

Lastly, I may mention varicocele^ since it is 
reducible to a certain extent, and no doubt is 
often misunderstood because a large varicocele 
has a very distinct impulse on coughing. It is a 
curious thing, but it is only of late years that we 
have been able to get an impulse on coughing 
put down and recognised in the books as one of 
the symptoms of varicocele, although I presume 
it has existed from time immemorial. Thus, 
having an impulse on coughing when you make 
the patient stand up, the varicocele becomes, of 
course, distended with blood (varicocele, I need 
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hardly say, is a bundle of distended siiermatic 
veins) ; you can reduce the disteusion by a little 
pressure, and in that sense it is reducible ; not 
reducible like hernia, nor exactly like hydrocele 
of the cord, because you can squeeze the fluid out 
of the veins, and when you take off the pressure, 
the fluid comes down again without any straining 
if tlie patient is erect. One of the beat teats for 
varicocele is this. You lay the patient down, and 
squeeze the fluid blood out of the veins ; you put 
the tinger firmly on the abdominal ring, and then 
yon let the patient stand up, still keeping the 
finger on the ring. Of course, if it were anything 
from above, either a hernia or a hydrocele of the 
cord, the effect of applying your finger there 
would be to prevent its filling ; but you will find, 
as the patient stands up, that in two or three 
minutes the veins fill, of course from below, and 
there is the varicocele below the finger as full of 
blood as ever. 

We have discussed, then, the four reducible 
tamours of the scrotum — hernia, congenital hydro- 
cele, hydrocele of the cord, and varicocele; and 
we now come to the true scrotal tumours. When 
you have a tumour which is distinctly scrotal, the 
first thing you have to ascertain is whether it is 
or is not a hydrocde, a hydrocele being, of course, 
a common affection. We have here a patient who 
tells me that he was last tapped five months ago, 
and I see by his paper that he has been tapped 
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five times, and I presume that the sac is now 
pretty well filled again. It is, as you see, a fairly 
well-marked ordinary hydrocele. I will proceed 
to examine it according to my own teaching. 
First, we have to ascertain whether the cordjps 
quite clear. Here it is perfectly clear, and below 
it there is a very elastic tumour, large enough in 
this case to give signs of fluctuation. 

Let me warn you, however, against always ex- 
pecting to get fluctuation in a case of hydrocele. It 
must be large in the flrst place, and it must not be 
too tense in the second, or you will not get fluctua- 
tion. But when you have a hydrocele, however 
small it may be, you will always get the feeling of 
elasticity which is so characteristic. This is a large 
hydrocele, and, as you see, I can manipulate it, 
and almost show you at a distance that there is 
fluctuation. Then let me call your attention to 
the fact that it conceals the testicle. You can 
see nothing of the testicle at all. There is the 
healthy testicle on the opposite side, but here the 
testicle is entirely concealed; if you remember 
the anatomy of the parts, you will know that the 
testicle is entirely at the back. I have before 
now heard it said, "It cannot be a hydrocele, 
because I can't feel the testicle." Now, I should 
have said that that was the very reason why it 
was a hydrocele, because the testicle could not be 
felt. I quite allow that if you know where to 
look for the testicle, if you feel at the back of the 
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tumour, you caaa generally get aome indication of 
its presence. I can feel tbis man's testicle now^ 
and I have no doubt that if I pinched it he would 
not like it ; but if you have a hydrocele a good 
deal larger than this, the testicle might be aO' 
completely overlapped by it that yon would not 
feel it at all. 

We have here, then, a very elastic pyrifonn 
swelling, which is characteristic of a hydrocele^ 
In order to be sure about it, let me apply the last 
test — that of tranalucency. It is here that a 
great mistake is often made, and I want to show 
you the proper way of examining a scrotum for 
translucency. Yon let the patient stand, and you 
sit down in front of him. You then have a light 
held ou the side where the hydrocele is. If you 
put the light on the opposite side, of course there- 
are the other testicle and the penis both in your 
way ; but if you have the light held on this side,, 
you will have it at once close to the hydrocele,, 
and yon will have very little difficulty in getting 
translucency, provided you make the scrotum 
tense. That is the mistake that is made by a 
great many persons — the parts are held so unskil- 
ftilly that the scrotum is not tense, and if you 
have it loose it stands to reason that you do not 
get the light transmitted readily through it. If 
you have any difficulty in the matter, you can 
easily get over it by using a roll of paper or a 
stethoscope to look through, and you at once 
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recognise the pink glare caused by the transmitted 
light. 

I will now tap the swelling in order to demon- 
strate that it is a case of hydrocele, though I have 
no doubt about it myself. I begin by making it 
tense ; then I plunge in the small trocar and 
cannula, and at once get the straw-coloured fluid, 
which I will demonstrate to you contains albumen 
in large quantity by the addition of a little nitric 
acid. 

Supposing, however, that we had a tumour of the 
scrotum resembling to all intents and purposes 
that swelling which I have demonstrated to be a 
common hydrocele, it might yet not be a common 
hydrocele after all. If you get an encysted hydro- 
cele growing to a large size, I do not think any- 
body can be quite sure before tapping whether it 
is an ordinary hydrocele or not. If it is a small 
encysted hydrocele, you may be quite sure, for 
you find a small elastic swelling connected with 
the epididymis, which is the usual position of it, 
and you tap it with a trocar and cannula and 
draw off the fluid. I have not the opportunity 
of showing you a case of that kind, but the fluid is 
quite difierent from ordinary hydrocele fluid. It 
is either perfectly clear water or it is a sort of 
opalescent fluid, looking very like poor milk-and- 
water, and it is really the fluid of a cyst developed 
in connection with the epididymis, and generally 
containing spermatozoa. 
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So much for hydrocele. Now for the other 
tnmours of the scrotuoi. We have in the ward at 
this moment an old man who has had haimatocele 
following upon a hydrocele, A hasmatocele is 
a collection of blood in the tunica vaginalis, 



which may a 



be an acute htematocele resulting from injury. 



A man has recei 



more than one way. It may 



ved some blow, a kick on the 



scrotum, and almost immediately he finds a 
swelling. This is partly due, no doubt, to blood 
efEused under the skin, an ordinary bruise, but in 
many cases you also find a distinct collection of 
blood in the tunica vaginalis. A recent hemato- 
cele is much more globular in shape than a hydro- 
cele, as you might expect, for a hydrocele is a 
very slow affair, and, as it forms, it distends the 
tunica vaginalis, and gives the characteristic pyri- 
form shape. But if you take an ordinary healthy 
tunica vaginalis and suddenly distend it, of course 
it is more or less globular, and so a recent hrema- 
tocele ia globular rather than pyriform. In the 
patient to whom I refer the hEematocele was 
distinctly pyriform for this reason : he had a 
hydrocele first, which had been tapped on more 
than one occasion, and on the last occasion, for 
some reason or other, it filled with blood. 

Now, people are sometimes uncharitable enough 
to say that because a hydrocele has been converted 
into a hsematocele the surgeon must have made 
Bome blonder — perhaps pricked the testicle. I can 
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assure yon that it does not at all necessarily 
follow. I am not responsible for this case, be- 
cause another surgeon operated ; bnt I have had 
the same thing occur to myself, and I am snre 
that I did not prick the testicle. Moreover, I 
must confess that I have pricked the testicle 
perhaps on more than one occasion, and to my 
knowledge hsematocele has not been produced. 
The rational explanation of the occurrence of a 
haematocele no doubt is this, that you have got 
an old patient who has had hydrocele for years, 
and who has been tapped several times. The 
veins of the tunica vaginalis and the scrotum are 
all more or less distended and varicose, and, when 
you suddenly withdraw a good many ounces of 
j3uid which have been supporting these veins, one 
of them gives way. 

However it may be produced, the symptoms of 
a haematocele are, of course, very characteristic. 
In the first place, it does not feel so elastic as a 
hydrocele. It feels more doughy, because there 
is a large quantity of clot in the sac. Then it 
feels heavier, because a clot of blood in the sac 
gives rise to a sense of weight ; it is heavier to 
the surgeon's hand, and the patient says it feels 
heavier than it did before when it was an ordinary 
hydrocele. Then, of course, it is not translucent ; 
you cannot make it translucent by any me€uis 
you can adopt, because no light can find its way 
through a clot of blood. You may tap a hasmatc^- 
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cele if you like, and draw off the fluid jrartion of 
the blood, but, if there is a large clot left behind, 
the only way is to lay the sac open and turn it out, 
and let the wound granulate from the bottom. 

Presuming that we have no fluid in the scrotal 
swelling at all, but that it is solid, it must of 
course be some form of tumour of the testicle. 
You may, however, have a fluid tumour combined 
with a solid tumour, and that is what we call 
hydrosarcocele. The hydrocele mnat be tapped, 
and the fluid drawn off before you can thoroughly 
examine what the sarcocele behind is, and it is 
well always after you have tapped a hydrocele to 
examine the testicle and see if it is healthy or 
not. 

Now let US take the solid growths which we 
have in the scrotum, and first of the acute inflam- 
mation of the testicle, which you may meet with 
either as the result of injury or of disease. A 
man gets an injury to the testicle, followed, it 
may be, by acute orchitis ; but a much more 
common event is that he has had gonorrhcea, and 
that the inflammation spreads along the vas 
deferens to the testicle, and then he gets acute 
orchitis. But there is a difference between the 
two forms. In the case of injury, the body of 
the testicle is first enlarged and inflamed, and the 
epididymis is often comparatively healthy. In 
the case of gonorrhceal disease it is really epididy- 
mitis ; the inflammation travels first to the epidi- 
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dymia, and when tliat has became inflamed it 
Bpreads more or less to the body of the testicle, 
and if you see the case early the body of the 
testicle may perhaps be comparatively healthy. 
In both cases, let the cause be what it may, yoa 
wDl have much the same symptoma as regards 
the extreme painfalness of the testis and the 
redness of the scrotum. The redness of the 
Ecrotam is almost pathognomonic of an inflamed 
testicle^ unless the patient has got extravasation 
o£ urine, for those are really the two things pi-o- 
ducing redness of the scrotum. An inflamed 
testicle is exceedingly tender, and you can almost 
tell a patient with orchitis, when he walks into 
your room, by the way in which he straddles his 
legs and the careful manner in which he aits 
down on the comer of a chair. In the case of the 
gonorrhceal testicle, you of course feel the cord, 
and you find the vas deferens considerably en- 
larged. But remember that, as a rule, you will 
not find the gonorrhosal discharge. When the 
testicle becomes inflamed, the gonorrhceal dis- 
chai^e ceases, for a time at all events ; and one 
of the symptoms of the testicle getting better is 
that the gonorrbcea is reproduced. 

Then, to go on to more chronic forms of orchitis, 
when you see a testicle with a history of having 
been enlarged for some months, it is very impc^|| 
tant to make out what the cause of tht 
Of course, you may have a syphilitic 
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yon may have a tubercular testicle, or you may 
have a testicle which is enlarged simply from 
irritation in the urethra. It is very important 
not to make a mistake in diagnosis, and not to 
jump at once to a conclusion that all cases of 
enlargement of the epididymis are tubercular. I 
notice a tendency in the present day to put every- 
thing down to tubercle. Well, tubercle has a good 
deal to be resjxrasible for, no doubt ; still it is a 
mistake to suppose that every enlarged epididymis 
is due to tubercle, when the patient has perhaps 
a stricture which will sufficiently account for it. 

The first thing is to examine the testicle care- 
fully and see which part is enlarged. If the body 
of the testicle is healthy and the epididymis 
alone is enlarged, then it becomes a question 
whether it is tubercular epididymitis, beginning 
in the epididymis and spreading from that to the 
body of the testicle, and also perhaps up the cord ; 
or whether it is a case of epididymitis depending 
upon irritation of the urethra, in which the in- 
ilammation has travelled down the cord the whole 
length of the enlarged vaa deferens. A careful 
examination of the cord will soon settle that 
question. You can put a few questions to the 
patient as to whether he has had gonorrhosa or 
gleet, whether he makes a good stream of water, 
and so on. It is not a bad plan, if you have any 
doubt about it, to examine the urethra, with a 
conical bougie ; and if you find there is a stricture, 
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you had better treat that first, and then hope that 
the testicle will clear up. The importance of the 
diagnosis is this, that if it is a tubercular case, 
mercury will do the patient a great deal of harm ; 
and if, on the other hand, it is a case of chronic 
inflammation due to irritation, mercury will do a 
great deal of good. There are cases, I quite 
allow, where you are obliged sometimes to give 
mercury tentatively in order to see whether 
the case will or will not improve under its 
influence. 

On the other hand, supposing we have a testicle 
enlarged and particularly hard, with very little 
mischief about the epididymis and none in the 
cord, and especially if you have a small hydrocele 
as well, what is the probable diagnosis in that 
case? In all probability it is syphilitic — late 
secondary syphilis. 

These cases are remarkable for having com- 
pletely lost that peculiar testicular feeling, as it 
is called, which is characteristic of the healthy 
organ. If you take a healthy testicle and squeeze 
the body of it, the patient will naturally feel an 
uncomfortable sensation, which we are all fiuniliar 
with if we happen to give our testicles an acci- 
dental squeeze. But the patients with these liurge 
testicles have no sensation whatever. You may 
handle them or do anything you like, and the 
uniform absence of testicular feeling is very re- 
markable. On investigation you will always find 
that some two or three years before the patient 
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has had syphCis, Very likely he was properly 
treated, but still there ia a remnaut of it hanging 
behind ; and you must make np your mind that 
you will not cure that form of testicle without 
mercury. It is of no use to give iodide of potas- 
sium alone ; you may combine it with mercury, 
but I think the better plan ia to give the mercury 
in the form of bichloride. At the same time, you 
may let the patient rnb in some mercury locally, 
by wearing a scrota! bag, and amearing the 
scrotum with mercurial ointment or oleate. 

Some of these patients, although they have no 
testicular feeling, have a great deal of tendemeas 
about the testicle, with a sense of weight or drag- 
ging, which may be relieved by combining bella- 
43onna ointment with the mercurial ointment. 
There are no cases more satisfactory for treatment 
than these purely syphilitic testicles. You may be 
sure that you will cure the patient — that is to say, 
you will bring the testicle down to about its normal 
size. But I cannot say that you will be equally 
sure of restoring the function of the organs, be- 
cause it may happen that this inflammatory de- 
posit between the tubules may have gone to such 
an extent that it has become organised into a low 
form of fibrous tiaaue ; and although you may clear 
away by means of the mercury all the recent de- 
posit, you may not be able quite to clear up the 
whole of the fibrous tissue, and that has a tendency 
to contract and produce atrophy of the testicles 
afterwards. 
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You will find in the older books that the authors 
speak there of fibrous disease of the testicle. But 
then surgeons did not recognise that this was 
simply a late stage of syphilis; and there is no 
doubt that if the deposit has had time to tho- 
roughly organise, the pressure may be sufficient to 
destroy the tubules, and practically the testicle 
will be lost. That is the form of syphilis which it 
is most important to distinguish from new growth; 
for a youngish man may come before you with a 
large testicle, and it may be a case of sarcoma, and 
it is not at all easy always to be sure which 
disease it is. A good deal will depend upon the 
history. If there is a distinct history of syphilis^ 
you may, at all events for the time being, give 
the patient the benefit of the doubt, and hope that 
it is syphilis, which you may clear up by mercury. 
If you are in doubt, it is better, unless the tumour 
is rapidly growing, thereby showing its malignant 
nature, to give the patient a course of mercury 
than to remove his testicle unnecessarily. But of 
course, if you have a rapidly growing tumour of 
the testicle, the sooner you remove it the better 
— there is no question about that ; whether it is 
sarcoma or carcinoma, it is better for the patient 
that it should be taken out. 

Then supposing we have a later stage of syphilis. 
Of course in the later stages we have what is 
familiarly known as gummatous deposit — ^that 
lowly organised form of deposit which we find so 



P ON TUMOURS OF THE SCROTUM. 149 

commoiily in various organs, and j^mrticularly thoae 
which are vascular. If you think for a moment 
how vascular the teafcicle is, you can easily under- 
stand how we may have large gummatous deposits 
in the organ. Here is an example. It is an in- 
jected testicle, but the injection has not run very 
well, and you can see ahove and below a large 
mass of yellow tissue which is a syphilitic deposit. 
Here also is a good example of a large gumma 
filling up the body of the testicle in two sections, 
one above the other. This occurs, of course, very 
much later on in syphilis. You find that the 
patient has been in good health and getting on 
perhaps in life, but his health breaks down a little, 
and he begins to show manifestations of tertiary 
syphilis in various organs. That is one way in 
which it occurs, but you may have it quite at the 
other extreme of life — in children. A syphilitic 
child will sometimes develop a gumma in the 
testicle which is apt to be mistaken for malignant 
disease, because we know that malignant disease 
also occurs in quite young children, and it is very 
difBcult sometimes to be sure which it is. The 
tendency of a gumma in the testicle, like a 
gumma in the tongue or anywhere else, is to 
break down. You may only see the patient when 
the gumma has broken down, presenting very 
much the appearance of an abscess, and involving 
the skin ; or if you see it late enough, the skin may 
be already open and presenting the charactenstic 
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yellow slough which we see so commonly in con- 
nection with gummata. We had a good example 
of it here last summer. I do not know whether 
you remember it, but I remember the man ex- 
tremely well. He had double syphilitic disease of 
the testicle and a sinus and discharge from the 
gumma in one testicle. The whole thing cleared 
up under the influence of large doses of iodide of 
potassium, and he was here the other day perfectly 
well. 

Now, given a case where you have reason to 
think it is a gummatous deposit, there can be nO' 
question as regards treatment. But it is not always 
easy to be quite sure. I may say at once that I 
had a patient here some few months ago in a 
private ward, who had a tumour of the testicle 
and also a tumour of the arm. He came to my 
house first, and showed me his testicle, which T 
thought was syphilitic. I quite made up my mind, 
and wrote in my notes that it was syphilitic, but 
just as he was going away he showed me his arm. 
It looked so like a sarcomatous growth upon his 
arm that I was shaken in my opinion, and rather 
came to the conclusion that it was a sarcomatouB- 
disease of the testicle, and that he had a secondary 
sarcoma forming on his arm. He was a very in- 
telligent man, and utterly denied anything like- 
syphilis. He acknowledged that he had had 
some venereal troubles many years before, butr 
utterly denied that he had ever had anything 
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like syphilia, I took him into a private ward 
in the hospital, and advised him to have thp 
testicle removed, and there could not have heen 
a more typical gnmma of the testicle than there 
was in that case. It was so good that I took 
it to the College of Surgeons to he mounted 
in a bottle, in order that we might have a well- 
marked undoubted specimen of gumma of the 
testicle to examine upon. The moment I found 
the patient had gumma of the testicle, of course 
it was quite clear what ought to be done for his 
arm. I put him on full doses of iodide of potas- 
simn, and the whole gumma cleared up, and I 
know that he is now in perfect health. I do not 
think he was much harmed by losing one testicle. 
It was a damaged organ, and most likely it would 
have shrunk up and become merely a nodule ; for 
this disease of the testicle is apt to lead to 
extreme atrophy. 

Then to go back to the tnberculiu" testicle. 
Tubercle of the testicle is a disease which 
appears in the epididymis, and which tends to 
spread in both directions, upwards along the vas 
deferens, and forwards to the body of the testicle, 
and will lead eventually to the disorganisation of 
the body of the testicle. It is, of course, a 
deposit of tubercle in a patient who has a 
tendency to that disease, and it is a disputed 
point whether the mischief begins in the inter- 
tubular or in the intra-tubular Btrnctores. I 
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myself believe that it is within the tubes that 
the disease begins, and I think the proof of it 
is how readily it spreads from the tubes up the 
vas deferens, and in the opposite' direction along 
the tubuli seminiferi from the globus major to the 
body of the testicle, and affects all parts of the 
organ. However, it is a disputed point, and it is 
not necessary to labour it ; but I think that clinical 
evidence is distinctly in favour of the mischief 
beginning within the tubes. No one doubts that 
it begins in the epididymis first, and, as I say, it 
spreads both ways. In one of the testicles which 
I removed, and which I show you, we have an 
example of disease developing in the epididymis 
and running on to abscesses ; but you will see that 
the body of the testicle is still perfectly healthy, 
whereas in this other testicle, so far from the body 
being healthy, the greater part of it is ontside 
the skin altogether, forming what we call a benign 
fungus or hernia testis. 

This disease beginning in a patient with a 
tendency to tubercle is very often not recognised 
until there are distinct knots in the epididymis. 
The patient has no pain, and does not particularly 
notice it until his attention is accidentally called 
to it, and then he consults his medical man. In 
the early stage of the disease, I think there is no 
doubt that, under very favourable circumstances, 
absorption may take place ; the whole thing misby 
clear up, and the testicle be practically restored 
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to a noiTQal condition. But you require exceed- 
ingly healthy surroundings for that. A hospital, 
I need hardly say, is not the very best place for 
these cases, and the patients cannot from their 
pecuniary position take every advantage with 
regard to their health. But when you have 
patients of the better class, and you find that 
a yonng fellow has one nodule in his testicle, or 
perhaps two, the proper line of treatment is to 
send him for a voyage — I mean a voyage to New 
Zealand or Australia, and in a sailing ship. He 
should be put under the most favourable circuEu- 
atances aa regards hygienic arrangements — I mean 
the thing should not be done cheaply, but he 
should go in a good siiip, where he will have a 
good berth and plenty of good food. You may 
then find that after he has been away six or eight 
months he will come back well, the nodule 
having disappeared. If you get a patient under 
circumstances which do not admit of such treat- 
ment as that, what is the best thing to be done ? 
It may be said that the best thing would be to 
remove the testicle. But then you will find that 
people do not like having their testicles removed, 
and it is rather a severe operation for a disease 
which certainly at the moment only affects a very 
small portion of the organ. I purpose, therefore, 
in the case of the lad now in Ward i to cut down 
upon the nodule in his epididymis and to scoop it 
out very much in the same way as you saw m 
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the other day treat the testicles opposite to those 
before us, in the two patients who are still in the 
ward. I removed the worst testicle in both cases 
and scooped out the nodules of tubercle in the 
better one, and fortunately this youth has only 
one testicle affected. But then you may say, 
" Surely the damage done to his epididymis will 
prevent that testicle being of much service after- 
wards." Very likely it may ; still there is some- 
thing satisfactory in keeping a portion of the tes- 
ticle. An individual is not emasculated, although 
his testicle may not be of very much use to him, if 
he has a portion of the body of the testicle left. 
I will not say that he is capable of propagating 
his species with that testicle, and perhaps it is as 
well that he should not ; still, he has the feelings 
of a man. 

There is another advantage also gained by scoop- 
ing out the mass in the epididymis: that any 
secretion taking place in the body of the testicle 
will find a vent either through the natural tube, 
or it may be through a small sinus. That is a 
point of importance, because patients who have 
nodules in the epididymis blocking it up com- 
pletely get an uncomfortable feeling of fulness 
about the testicle, due no doubt to secretion going 
on in the body of the testicle and not being able 
to find its way out. The testicle is apt to get 
enlarged, swollen, and distended with seminal 
fluid, and unless there is a vent for it the patient 
suffers a good deal. 
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Then supposing that we have a case more 
advanced than that. Let me remind you that 
the disease spreads up the vas deferens, and that 
in cases where you have abscesses forming in the 
epididymis the tendency of the disease is to spread 
up along the cord towards the urino-genital organs, 
especially towards the neck of the bladder, to form 
one or two nodnlea in the prostate, and to invade 
the veaiculas seminales, leading eventually, in 
the later stages, to most painful ulceration about 
the neck of the bladder. Let me remind you of 
the case of a man we had here from South Wales 
at the beginning of the ssession. He had both 
testicles even more advanced in disease than these 
are. On examining the rectum with the finger, I 
found he had most extensive disease about the 
neck of the bladder. The prostate was diseased 
and the vesiculre aeminalos, and altogether the 
man was in such a low condition that I refused to 
operate on him, and sent him home again. I am 
quite sure I did right. If I had done anything 
for that man probably he would have died, but 
now he will go home and die among his friends, 
instead of dying here as the direct result of an 
operation. 

I show you the testicle of the man in whom I did 
interfere, and which was practically disorganised. 
Let me remind you that the opposite testicle had a 
lai^e mass in the epididymis, and I ventured to 
treat that by cutting down upon the epididymis 
lugh the opening made for castration ai\d 
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scooping out all the disease I could find. He 
lias done very well, except that he had an 
abscess in his inguinal canal, I have no doubt 
from the height at which I tied the cord. That 
I opened last week, and the patient is now doing 
exceedingly well, and seems likely to make a good 
recovery. This is a good example of the disease 
creeping up the cord without affecting the body of 
the testicle at all, for I may point out to you again 
that the body of the testicle is perfectly healthy. 

The specimen from the last case, which I 
operated upon last Wednesday, shows quite another 
condition of things. This man had disease 
spreading up the cord, for the vas deferens is 
enormously thickened ; but unfortunately the 
disease had also crept forward in the body of the 
testicle, setting up suppuration and leading to the 
destruction of the tunics, and eventually to pro- 
trusion of this mass, which is made up of the 
seminal tubes, together with some granulation 
tissue. Let me point out how completely the 
whole body of the testicle is outside the skin, 
forming this fungus, whilst behind we have reaUy 
nothing more than the epididymis. Now, under 
those circumstances, there could be no question 
about removing it. I removed this testicle, and 
I dealt with the opposite testicle in exactly the 
same way that I dealt with the former one— 
namely, I cut down upon the epididymis and 
scooped out all the disease I could find there. 
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That patient also ia doing well, but unfortu- 
nately he has some enlargement about his 
prostate and vesicuhe, though not so advanced 
but that I thought I should be justified in doing 
the best I could. I am afraid I have not cured 
him, though I am sure I have given him relief, 
and he may tide on for some considerable time. 

Now let us follow in imagination what will be 
the outcome of these cases. Very probably they 
will each have a fistula left in the scrotum. That 
is a verj- small matter, and can be treated by in- 
jectioDS if you like, but I do not know that there 
is any very great object in troubling about it. 
But I am afraid there is in one of these cases 
already disease about the prostate and vesiculse 
which will steadily make progress, and probably 
before many months are over the patient will 
complain of a good deal of pain when he mictu- 
rates, and he may have great frequency of mictu- 
rition, and the two things together will wear the 
patient out. It is one of the most trying condi- 
tions a patient can be in to have tubercular disease 
about the neck of the bladder, which leads even- 
tually to ulceration of the mucous membrane of 
the bladder. In fact, the two diseases go on 
together ; and sometimes pei-foration takes place, 
and then we have in addition the annoyance of a 
urinary fistula. At other times that does not 
take place, and the patient goes quietly on until 
he is worn out by the constant suffering. 
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We do not happen to havTa had a case veiy 
lately of sarcoma of the testicle. Until of late years 
sarcoma was not differentiated from carcinoma, 
and therefore all the older cases of sarcoma are 
put down as cases of carcinoma. Sarcoma of the 
testicle exists in the form of round-celled or 
spindle-celled, but is more generally, I think, of 
a mixed variety, and you will find that it is a 
rapidly growing tumour which has a tendency to 
form cysts, and that is important, because these 
cysts in the testicle in former days used to be 
called * cystic disease of the testicle.' There is no 
doubt that most cases of so-called cystic testicle 
are really cases of sarcoma with cysts developed ; 
and the cysts seem to be developed very mu^ as 
renal cysts are from obstruction of the tubules. 
The tubules cannot empty themselves because of 
the sarcomatous growth pressing upon them, and 
thus they become distended with their secretion, 
and form a series of cysts. Now a rapidly grow- 
ing tumour of the testicle of that kind cannot be 
removed too soon ; the thing should be done 
without any hesitation at all, and yet you never 
can guarantee that the patient shall not have 
further trouble. I remember an officer from 
India, a few years ago, from whom I removed a 
testicle which was distinctly cystic, but which 
was also sarcomatous. He got perfectly well 
and went back to India, but died within two 
years with growths in the neck and chest, and 
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with Just the ordinary history of sarcoma develop- 
ing in other parts of the body. 

The form of cancer tliat you meet with is gene- 
rally encephaloid. Scirrhus is extremely rare, but 
encephaloid cancer is not very uncommon. In 
these cases of encephaloid cancer we have very 
rapid gi-owth; there is also a tendency to f ungate, 
and the fungus is the true fungus h^matodes of the 
older surgeons, by which I mean a large bleeding 
mass protruding from tlie scrotum, very different 
from the benign fungus, which is perfectly callous, 
and does not bleed at all. It is a great misery to 
the patient, and tends of course to shorten his life 
by the irritation which it sets up. In these cases 
of malignant disease the great tendency is to deposit 
in the glands higher up. You find the whole cord 
thickened and the glands in the lumbar i-egion 
involved. You ought to remove these testicles in 
all cases as soon as you see them. Still, yoa may 
be pretty sure that the patient will die some 
months afterwards from deposit in the internal 




1 



ON 

FRACTURES OF THE UPPER 

EXTREMITY. 



!♦! 



I AM going to speak to-day about fractures of the 
upper extremity, for this reason. Fractures of iihe 
lower extremity are constantly in the wards, and 
therefore I have the opportunity of teaching 
practically upon them ; but fractures of the upper 
extremity, as a rule, are not admitted into the 
wards, and it may happen that you do not see 
them ; they are necessarily treated in the surgery 
at the time of the accident by the house surgeon, 
and the surgeons of the hospital do not see the 
cases at all. I am desirous, therefore, that you 
should hear my views upon the treatment of this 
particular class of cases, and I am the more 
anxious because you will remember that the other 
day we had here from another hospital a boy who 
had a badly united forearm. I brought him into 
the theatre on a Wednesday, put the bones as 
straight as I could, and in your presence applied 
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the necessary splints and banclages ; and I want 
to give you a few hints to-day as to the treatment 
of fractures of the upper extremity, in order that 
you may avoid similar errors. 

In the diagnosis of fractures generally, I would 
put the order of symptoms thus : — First, deforiiiify, 
for in t-he great majority of fractures of the upper 
extremity there is a deformity which is tolerably 
obvious. Next I would put loss of po^uer, for the 
patient has lost the use of his limb, and you can 
see that he comes to you carrying his broken limb 
in the easiest position, and complaining if it is in 
the least jarred, or shaken, or touched. Next 
therefore, to the deformity and loss of power 1 
would put pain. When you have these three 
symptoms, you may be tolerably sure that you 
have a fracture to deal with. Still, you cannot 
be quite sure till you come to manipulate slightly, 
and as soon as you do this, in the great 
majority of cases you will find at once the well- 
marked symptom of crepitus; but put crepitus 
last, if you please, not first, because it is only to 
be ascertained by the surgeon when he comes to 
manipulate the part, and he ought to have made 
up hia mind pretty well as regards the nature of 
the case without touching it at all. Where a 
fracture is obvious, it is absurd to be pulling it 
about with the view of confirming a diagnosis 
which you have at once made for you. Why do 
you want to pull about the patient and put him 



l62 FRACTURES OF THE UPPER EXTREMITY. 

to pain till you are prepared to set the limb and 
put it up ? Of course yon may put it into shape 
then and there, but you have no splints ready, 
and you must let go, and it immediately goes 
out of shape, and you put yourself to the trouble 
and the patient to the pain of a second reduction. 
You should therefore wait till the splints are 
ready, and then at once reduce and put up your 
fracture. With regard to that, I am sorry to say 
that I am quite sure, from the badly set fractures 
one sees from time to time, that surgeons do not 
always recognise the necessity of setting fractures. 
They are too apt to clap the splints on anyhow, 
and to support the limb in the position in which 
it is. The position may be a right one or it may 
be a wrong one, and if the parts are deformed it 
is your business to reduce the deformity before 
you put on the splints, and then to put the limb 
up in the best possible position. 

After these few preliminary remarks, let me 
say with regard to the treatment of fractnres 
generally, that if there is one thing more im- 
portant than another, it is that the limb shall not 
be unduly constricted. Therefore you will find 
that all modem books lay down the rule that no 
bandage should be put next the limb. I am the 
more particular in saying this because in books of 
comparatively recent date there is still the ridi- 
culous advice to put a bandage round the limb 
under the splints. Now if you do that, if you 
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bandage the limb beneath the splints, what must 
Iiappen ? Why, the limb is likely to swell ; you 
have got it constricted by the bandage, and the 
result 13 that you Bometimea unfortunately get 
gangrene of the limb produced. Such an accident 
as that is most disastrous to all parties — in the 
first place to the patient's limb, and in the second 
place to the surgeon's reputation, because naturally 
he will be blamed for such an untoward result. 

The case is very different with regard to support- 
ing a bruised limb properly by applying a certain 
amount of elastic pressure. The late Mr. Gamgee, 
of Birmingham, the inventor of the extremely 
useful elastic tissue which I strongly recommend 
to your notice — the Gamgee tissue — was very 
strong indeed about the necessity of applying 
judicious pressure to bruised parts, and he was 
perfectly right. If you have a bruised limb, and 
you raise it vertically, the blood Hows out of it, 
and you can maintain that condition by the 
application of judicious elastic support; the 
result is that you very much diminish con- 
geation, and, of course, congestion is the first 
stage of inflammation. How are you to apply 
this judicious support and pressure in that way 
without undue constriction ? It is to be done by 
padding your splint thoroughly, and then by 
applying your bandage over the splint. If you 
do that with an average amount of judicious care, 
the result can only be satisfactory. 
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Before going further, let me say a word with 
regard to splints. We appear in this hospital to 
be in the habit, for economy's sake, of cutting 
splints as they are wanted, from a quarter-inch 
deal board. Now that is very objectionable, and 
I hope we shall stop the practice ; because, if you 
liave a perfectly flat board, however carefully you 
may pad it, when you come to apply it to a convex 
surface — and you will remember that a limb is 
always more or less convex — it stands to reason 
that there must be a tendency to produce undue 
pressure upon the limb. And there is no neces- 
sity to adopt this plan, because a splint almost as 
cheap, and certainly a great deal better, is the 
split boarding known as Gooch's splint, like that 
which I hold in my hand. Or, still better, you 
can have it cut up ready for you in a series of 
splints, called by the instrument makers " lined 
splints." The great advantage in them is that 
you have a certain amount of giving of the splint. 
The wood being divided and bending upon the 
lining of leather, the result is that it can be applied 
readily to the convexity of the limb, instead of being 
a flat board which presses unduly upon the part. 

You may have all sorts and varieties of splints. 
Here is one which I use a great deal in private. 
It is called the Crimean splint, and it is very 
convenient because it is already padded. As- 
you see, there are three pieces of wood sewn 
upon the pad; or, if you prefer it, you may 
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have three pieces of metal. These are reason- 
able and comfortable aplinta because they yield 
to a certain extent in the transverse direction, 
and at the same time they are rigid in the 
length of the splint. Then there are splints 
which are moulded with certain objects. There 
are, for instance, special splints known as 
Carr's splints, to which I will afterwards allude 
more particularly. There is also a useful kind of 
splint for certain cases — for example, splints 
which are moulded to fit the hand. Bear in 
naind, however, that every splint must be padded. 
It has happened to me before now, I am sorry to 
say, to take from an arm a splint with no pad 
whatever. It is in padding splints that the 
Gamgee tissue comes in so usefully ; you can take 
a piece of the tissue and cut it to fit any splint 
you like. If one layer is not sufficient, you can 

t'lnake it double or treble at certain points where 
yon want to have special protection to the bone. 

Now let me run through the varieties of frac- 
tures and point out to you the methods I recom- 
mend. I can only give you my own individual 
views, and I am aware that they are not quite the 
me as those of some other surgeons, but you 
ill take them for what they are worth. 
Take the case of a man who has a crushed 
The accident is sufficiently obvious. The 
reat drawback is that, unfortunately, in most 
1 of crushed finger the injury is compound. 
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Still, supposing yon have a umple fractare of a 
plialanxy what can be simpler than to pnfe a 
narrow piece of wood of the kincl I have men* 
tioned wrapped in cotton-^ool or flom^ Gamgee 
tissue and carry it into the palm of the hand* 
and then with a strip of plaster hand it round, 
keeping the finger stndght ? But, supposing you 
have a number of fingers fractured, it is nOb 
quite so easy. Then yon will find it adraii* 
tageous to have a splint, which you can maloe 
for yourself if necessary, cut with divisioiit in h 
for the five fingers. Unless you have each finger 
separately bandaged in this way, they are apt ta 
be jammed together, and you cannot be sura that 
you will maintain each finger straight. 

Taking next the metacarpal bones, I know no 
splint so convenient as the moulded handnqilint 
reaching up to the first phalanges. Here yon haTO 
all the metacarpal bones well supported, and tihen 
is no difficulty whatever in the treatment. There 
is this great advantage, too, in the spUntilihat 
the fingers are able to be left out ; thereffim iSkef 
do not get stiff, which is a very important tubing. 

Before leaving the hand, let me remind jom 
that the metacarpal bone of the thumb is not tka 
same as the metacarpal bone of the fingers. TbB 
metacarpal bones of the fingers, you will ra* 
member, have their epiphyses at the distal .ends; 
the metacarpal bone of the thumb, as regaida 
development, is a phalanx, and therefore tiia 
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epiphysis is at the base. It hap])ens iu tlie case 
of children every now and then that there is a 
separation of the epiphysis of a metacarpai bone ; 
and in the thumb it will be at the base, in the 
fingers it wUl be at the head. 

Now to come to the forearm ; and I may as well 
point out what the development of the forearm is, 
as we have a specimen hera. Let me remind you 
that we have an epiphysis at the lower end of the 
radius, which includes the whole of the articular 
end. Then we have a very much smaller epiphysis 
at the upper end or head of the radius, which 
includes only just the articular surface. The large 
epiphysis does not thoroughly unite with the 
shaft of the radius until the age of eighteen or 
twenty, so that up to that age you may readily 
get a separation of the lower epiphysis of the 
radius, and that no doubt is a form of accident 
which is much more common in young people 
than 13 generally supposed. When you hear of 
what is termed Colles' fracture occurring in a 
young person, you may be sure that it is not 
Collea' fracture at all, but a separation or frac- 
ture of the lower epiphysis. The same thing 
applies to the so-called dislocation of the hand 
at the wrist. It is an uncommon accident, but 
when it is supposed to occur in a young person it 
is generally a separation of the lower epiphysis of 
the radius. With regard to the ulna, the de- 
velopment is nbt so important surgically. Here 
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we haye an epiphysis at the upper end, and some- 
times yon find that the olecranon is still sejmrate. 
Til ere is also a lower epiphysis, exceedingly small, 
including the styloid process. 

Coming to common fractures of the forearm, I 
suppose one of the commonest is Colles' fracture. 
I hold in my hand a cast which shows it very 
well. There is the abduction of the hand and the 
prominence of the lower end of the ulna, but 
sometimes there is a much more considerable de- 
formity. You see there is here no displacement 
of the lower fragment on the back ; it is more of 
a curve, and that is often the case. Here is a 
capital dried specimen in which you have the 
lower fragment of the radius carried backwards 
quite upon the upper surface of the shaft of the 
radius, and you see it carrying with it the hand. 
The fragment is carried so completely away from 
the shaft of the bone that we have two projec- 
tions, the lower one which is due to the frag- 
ment, and the upper which is due to the shaft 
of the radius. We have also some abduction, 
but not so much as we often get; consequently 
you see here the styloid process only a little more 
prominent than it should be. 

Colles' fractures vary considerably ; they are very 
commonly comminuted, and occasionally they are 
impacted — I should say more often than people 
think. When there is very considerable deformity, 
but you find no crepitus or very obscure crepitus, 
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you may make up your mind that it is an impacted 
fracture. As a rule impacted fractures are best 
let alone, and anybody, for instance, who breaks 
up an impacted fracture of the neck of the femur 
ia a bad surgeon. But Colles' fracture of the 
radius is an exception to the rule ; it is the place 
in which one is justified in breaking up the im- 
pacted fracture and restoring the contour of the 
lirab. The way to do it ia this : you manipulate 
the wrist rather forcibly (sometimes it is wise to 
put the patient under chloroform first), and you 
over-extend the hand so as to unlock the frag- 
ments, which should be done with care. Having 
unlocked the fragments, you are then able to 
draw the hand down and bring the bone into a 
very fair position. I quite allow, however, that 
there are impacted fractures of the radius which 
you cannot unlock, and therefore you may be 
obliged to let the patient go with the impaction 
and the consequent deformity left as they were. 

Supposing you can unlock the fragments and 
get the bones into a tolerably good position, what 
is the best way of treating them ? In many hos- 
pitais Collea' fracture is treated simply by two 
straight splints, and the hand is put up a little 
adducted. It ia not quite a satisfactory method, 
and a much betterplanis to use the old-faahioned 
pistol splint, the hand being first adducted and 
fixed in position, and then the splint brought up 

be attached to the forearm. Butwhat I strongly 
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recommend you to use, if yoo can get them — and 
they are not at all expensive — are these Carr's 
sphnts (Fig. 5),* Carr's splint, which is an 
American invention, has the great advantage that, 
it has, in the first place, a thickened portion againafc^ 
which the radius rests, and then that it has an 
oblique bar which the fingers grasp, and on which 
they can be moved to a certain extent. The 
bandage is put on so as to retain the fingers for 
the first twenty-four hours and prevent thi 
movement ; but at the end of that time you 
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take off a piece of the bandage as far as it binds 
down the fingers, trusting to the patient holding 
on sufficiently to the bar and moving the fingers 
from time to time, so as to prevent the gluing 
together of the tendons, which is so apt to take 
place. If you see CoUes' fracture treated in the 
ordinary way, patients are perhaps three months 
or longer before they really get the use of the 
hand ; but if you put on a Carr's splint, at the 
end of a month they can move their fingers quite 

* The illustrations are taken from the author's Minor 
BuTgery, by penuisBion of Messrs. Churohili. ^_ 
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comfortably. The Carr's eplint has a straight 
splint which goes on the back of the forearm ;. 
but it ia not essential, and I seldom use it. 

Now let iia come to tlie shafts of the two bones^ 
and consider what is the beat position in which 
the limb should be put up. When we have a 
forearm in supination we have the two bonea 
parallel to one another. I do not say anything 
about the interosseous space, because that is a 
matter of indifference, but let us consider how w© 
may have the bones parallel when you are setting a 
fracture of the forearm, and then how it will be 
must convenient for the patient afterwards to 
carry his arm. 

I will take a couple of Crimean splints, which are 
very convenient, and apply them to the patient's 
arm. But how long should these splints be? 
There we come at once to an important question. 
I am sorry every now and then to see patients 
walking about, who have evidently been treated at 
some hospital, with splints coming down to the 
tips of their fingers. I know it is unnecessary, 
because I am sure it is a case of simple fracture, 
and I know what will happen : the patients will 
have very stiff fingers for many weeks. What you 
want is to keep the joint next beyond the fracture 
stiff and quiet ; as long as you do that you may let 
the other joints alone with advantage. Therefore, 
when you select your splints for a fracture of the 
ftn^arm, you ought to make them come down &u£B- 
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ciently far to keqj tlie wriBt-joint quiet ; but thA a 
less you interfere with the metacarpals and tli^l 
phalanges the better for the patient. 

We have here a patient who ia supposed to have 
a fracture of both bones of the forearm. I now 
place his forearm in supination upon the longer of 
the two splints, manipulate the radius and nlna, 
and endeavour as far as I can to get the bones 
parallel to one another. I then apply the shortM-— 
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splint to the front of the forearm. It must not be 
too long, for you want it long enough to come well 
up the forearm, but at the same time not to pre- 
vent the patient bending the elbow. Here, then, 
we have two bones parallel to one another. I grip 
the two splints firmly together and turn the fore- 
arm midway between pronation and supination, 
since that is the way you want eventually to get 
it ; but I am sure you do it much better in t 
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splints tlian out of them. Having got tbe liand 
midway between pronation and supination — i.e., 
with the thumb upwards — I advise that there 
should be a strip of plaster applied above and 
below ; lastly, the forearm is bandaged, and the 
patient is ready to go away with it in a sling, 
(Kg. 6.) 

I find on examination nights that gentlemen are 
Bometimes not at all clear as to the different kinds 
of sling. There is the triangular slLng, which is 
the best for the forearm ; and there is the cravat 




tiling, which is the best for the hand. If yon have 
a man with his forearm in splints, what you want 
ia a triangular sling, and you can fold an ordinary 
Bjlk handkerchief in the form of a triangle for the 
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purpose. The great secret to remember is that 
the straight edge or base of the triangle goes in 
front. (Fig. 7.) If you fix that in your memory 
you will never be in any doubt as to how to put a 
sling on ; and in these days of ambulance lectures 
some of you gentlemen may get your eyes wiped 
severely by some young lady, who will know how 
to put a sling on, and show you if you do not. If 
you have a better class of patients to deal with, 
who can afford to have a proper leather sling, you 
can get one easily enough at the instrument 
makers. The curious thing is that they do not 
always know how to put it on, but simply hang it 
round the patient's neck. The proper way is this : 
Instead of hooking the sling round the neck, you 
undo the strap, and, having laid the arm in the 
sling, you carry the padded strap over the opposite 
shoulder and across the back, bringing it through 
the axilla of the affected side. It makes all the 
difference in the comfort of the patient, for you 
can easily conceive what it is to have a sling con- 
stantly over the nape of the neck for twelve or 
thirteen hours at a time. 

We now come to the upper end of the ulna, 
and the fracture which is known as fracture of 
the olecranon. There is a man here who has a 
fracture of the olecranon, and you will notice that 
his elbow has been kept at right angles by my 
direction. Supposing you have a fracture right 
through the olecranon into the joint, which is the 
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conuuoii form, you have tJien, of course, fibrous 
uuion afterwards, and the theory is that if you 
put the arm out straight you will get a shorter 
fibrous union and a better result. I do not believe 
it. You will find that if you let the patient bend 
hia elbow there will be a little separation, no 
doubt, but not much ; and the comfort of having 
the anil bent far outweighs the other matter 
altogether. I have seen the most disastroua 
results from keeping the limb straight. Some 
two years ago a handsome, well-built young officer 
came into my room, and asked me to look at his 
arm. It was perfectly straight and withered. 
He had no sensation whatever in his fingei-a, and 
his elbow and wrist were perfectly rigid. I said, 
" What has happened? " He replied, " I had an 
accident from polo iu India ; it was a simple 
fracture, and it was treated by the doctor there." 
It had been put up straight, and it was so badly 
put up that inflammation ensued, sloughing took 
place of the whole front of the arm, and destruction 
of the median and ulnar nerves. This young fellow, 
twenty-five or twenty-six years of age, was com- 
pletely disabled for life by this unfortunate treatr 
ment of his arm. There was not much to be said ; 
bat it was quite clear that nothing could be done ex- 
cept amputation, which I advised, but he declined. 
An elbow-joint which has a fractured ole- 
cranon is certainly liable to inflammation ; there 
_i8 always efiiision in it. (You will remember that 
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in the man's elbow which I showed you, although 
the fracture was ten days old, there was still 
considerable effusion.) I am sure that to put an 
arui in such a position that it may become useless 
to the patient is quite unjustifiable. What you 
ought to do is to put it at right angles — in fact, 
to put the arm in a sling. It is said that you 
may have a fractured coronoid process. No doubt 
such a thing might happen, but it is very rare 
except in cases of smash of the elbow. It does 
happen occasionally with dislocation of the fore- 
arm backwards, but under these circumstances 
you may disregard it. A fractured coronoid 
process never unites, so far as we know, with the 
ulna, therefore there is not much object in treat- 
ing it ; you would only treat the general swelling, 
and very likely would not know that the coronoid 
was broken off until afterwards, when the swelling 
had gone down. 

Now we come to the humerus, in which we have 
fractures of the upper extremity, of the shaft, and 
of the lower extremity. Fractures of the shaft 
are comparatively simple matters, but fractures of 
the upper and lower extremities are usually very 
complicated accidents, and I suppose there is no 
class of case which gives more anxiety to the 
surgeon than a complicated fracture of the elbow- 
joint, or about the shoulder-joint. We have, as 
you know, in the hospital a very fine young fellow 
whose elbow I excised the other day. That is a 
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good example of a complicated accident at the 
lower end of the humerua, A year ago he re- 
ceived an injury in a football match. It was not 
clear what the accident was at that time, but I 
hare no doubt, from what we saw afterwai-da, that 
it mnat have been dislocation backwards of the 
ulna, with fracture of the lower extremity of the 
humerus. You will remember that he came here 
80on after Christmas with a very stiff arm, which I 
tried to get into use for him by forcible bending. 
He came again in the summer, when he was not 
at all better, and I then advised him to have the 
elbow excised. 

The great point in a fracture low down no 
doubt is, in the first place, if practicable, to make 
an accurate diagnosis (which is not always 
possible), and at all events to treat the case in 
such a way that no harm may result. I say that 
particularly, because I am sure that sometimes 
harm does result from treatment. I believe that 
ip all cases of fracture of the lower end of the 
humerua the elbow should be well bent. I include, 
of course, cases of separation of the lower epiphysis, 
and I may remind you that the lower epiphysis of 
the humerus includes all the articular surface, and 
does not unite with the shaft till about eighteen 
years of age. I like to bring the forearm tho- 
roughly up so as to put the hand to the opposite 
shoulder, and then I feel confident that the frag- 
ments will fall into the best position. If ther* 
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should be any stifiEness, as there is likely to be, 
still I believe on the whole it is the best position. 

Children will occasionally fall down and hurt 
their elbows, and at first you may be not at all clear 
what the nature of the case is. You ought first 
to make out whether there is a dislocation, be- 
cause let me remind you that .dislocation of the 
elbow is common in children. The elbow is such 
a shallow joint in a child that the ulna easily slips 
backwards off the humerus. But supposing that 
it is not dislocation, and that it is fracture, then, 
without making too minute a diagnosis, I would 
treat all such cases with the arm well bent in the 
way I have shown you. The great advantage is 
that if the parts unite a little wrongly you can 
pull the arm down and restore movement ; but it 
is not so easy to bend the arm up ; you are liable 
to break the bones. Supposing you have a sepa- 
ration of the epiphysis, the treatment will still be 
the same ; but I think it right to warn you that 
the callus thrown out will be excessive, and will 
very much limit the range of motion. I mention 
this because you should always hold out to the 
patient's friends that things will improve in time. 
The callus, which is superfluous at first, becomes 
absorbed, and then there is a fair amount of 
movement in the joint. But, if you are wise, in 
all cases of injury above the elbow-joint you 
should not give a too hopeful prognosis at first. 

The shaft of the humerus of course you can 
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easily enough treat by straight splints — two or 
three straight splints down the aides; but I do 
not advise you to trust to straight splints alone, 
because wo know that the humerus is the bone of 
all others which ia liable to non-union or false 
joittt. What ia the reason of this ? It is because 
Fib. 8. 




of the difficulty of fixing either the elbow or the 
shoulder. I believe it is impossible to fix the 
shoulder-joint. Tou may try any apparatus you 
like, still the patient ivill wriggle the shoulder 
about. It is, however, clearly possible to fix the 
elbow, and therefore you ought in all cases of 
fracture beyond the middle of the shaft of the 
humerus to combine treatment by a rectangular 
splint with one or more straight splints (Fig. 8). 
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You bind the three together, and the great advan- 
tage is that the elbow is absolutely fixed. If you 
do that, I believe you will never have to regret 
imperfect union. 

Then coming to the upper end of the humerus, 
let me remind you of the fine man we had 
here two or three weeks ago. He came here 
to show me his arm, and to know if anything 
could be done for it, simply because it was 
shorter than the other. He had evidently had 
an accident which had been treated — I do not 
say badly treated — and the result was that the 
humerus was about three inches shorter than 
on the other side, which of course somewhat 
disabled him. The explanation of the deformity 
in fracture of the upper end of the shaft is that 
there is a tilting of the upper fragment by the 
supra-spinatus, and a drawing up of the lower 
fragment into the axilla, partly by the pectoral 
and deltoid, and partly by the triceps. If you 
leave the fragments in that position they can 
hardly unite, or if they do you will have a con- 
siderable shortening unless you bring the frag- 
ments down into their places. It was because 
that difficulty had not been overcome in the 
patient I refer to that he had such a shortened 
arm. I recommend you to use a splint with a 
crutch, which you can get made or manufacture 
for yourselves, if you take a piece of padding and 
fold it over the top of the splint, and get the arm 
iixed upon it. You can also put a shield, made 
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of gutta-pei-cha or leather, over the side of the 
Bhoulder and bring it down the arm. That is no 
doubt ail extremely good plan, but I can tell yoa 
a better, which is to use the ribs and the aide o£ 
the chest as a splint, and not to have any other 
splint inside the arm at all. You can put the 
folded pad up into the armpit, and then pat a 
good padding inaide the arm and bring it to the 
aide. I believe that, after all, is the beat plan, 
but you can still, if you like, put a shield or cover 
to the shoulder. 1 like to have it open, so that I 
can see the condition of the parts, but I do not 
object to the cap. 

With regard to the shoulder, let me remind 
you that we have occasionally a non-union of the 
acromial epiphysis, of which I have here a speci- 
men in a bottle. That is a little point to bear in 
mind, because no doubt many of the cases of 
so-called fractured acromion are loose epiphyses 
which have never united, and never will. They 
are treated as fractures, which does no harm, bat 
it is as well to know that the epiphysis may be 
loose, and that there may be no fracture at all. 
In the case of a fall upon the shoulder, the mosti 
likely thing is to have dislocation at the outer 
end of the clavicle, and yon had better make up 
your mind to leave that unreduced. There is no 
instrument or contrivance which will keep the 
outer end of the clavicle and acromion in proper 
relation when once dislocated, and you had better 
ny so to the patient. It is a very little defo"cm.\*tJ3 ^ 
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it does not interfere with the use of the arm, and 
you will only be putting your patient and yourself 
to a great deal of useless trouble if you try to 
keep it in place. 

Then we come to the well-known erniXy the 
treatment of a fractured clavicle. I suppose there 
has been more misspent ingenuity with regard to 
the treatment of fractured clavicle than there has 
been with regard to any other bone in the body. 
I think that, on the whole, the method we adopt 
in this hospital — viz., Sayre's — is the best ; but it 
is not the only way. Here is a plan which 
answers extremely well — ^I mean by Ellis's appa- 
ratus. It is rather cumbersome and a little ex- 
pensive, and we therefore cannot use it in the 
hospital. It consists essentially of a good thick 
pad, which keeps the arm away from the side at 
the upper part, and throws outwards the shoulder 
to a certain extent. We have then the upper arm 
kept to the side below the pad by a broad strap, 
which encircles the body, and the forearm can be 
put into a common sling. It is not a bad method ; 
but I think you can get the same results in the 
great majority of cases simply by padding the 
axilla and binding the arm firmly to the side. 

Sayre's is perhaps the best method ; but it is a 
curious fact that few people know how to put 
Sayre's bandage on. You want a strip of good 
plaster, which you loop round the arm and secure 
with a pin ; it goes round the upper part of the 
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hnmems, and then passes across tlie back and ia 
fixed round the body (Fiy. 9). being agaiii pinned 
so that it is held firmly. Now what have we 
done ? We have drawn the upper part of the 
hnmeruB backwards, and that is the point that 
Sayre so much inaista upon ; we bring it back in 
this way, and make it the fulcrum. For, if we 
now bring the elbow a little forward, you will see 
FiQ, 9, Fig, to. 



that the humerus pushes the shoulder — that if, 
the outer end of the clavicle^ — backwards and 
outwards, which ia exactly what is wanted. 
Having thus fixed the ai-m, we hold it by another 
strip of plaster, which has a hole for the elbow 
cut in it (Fig. 10). Then it is wise to put a third 
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strip ronnd everything, to Iiold all firmly together. 
I think this ia a yery good method. ItiBamodir 
fication of Yelpeaa's old method, whioli had the 
great disadvantage that it simply oonosted in 
bringing the elbow np without any fioloram 
through which to act upon the shonlder. That is 
the mistake usually made in putting on Sayre's 
apparatus — ^that the upper part of the humems is 
not drawn back sufficiently before bringing the 
elbow forwards. Unless you do that, you do not 
fulfil all the indications of the apparatus. 

Lastly, with regard to the scapula. Fracture of 
the scapula is an exceedingly uncommon events 
and it requires very little treatment. It nsnalfy 
occurs from a crush of the patient. We have an 
example of the accident here in which the acapnia 
has been broken across. I need hardly say thafe^ 
being covered by musdes in front and at the back, 
there can be very little displacement, and if tibefls 
were you could not overcome it. Yon may as 
well, therefore, let it alone, putting on a bsoafl 
bandage as for fractured ribs. The result wiU be 
quite satisfactory. 

Then a word as to the length of time that yon 
should keep up fractures, and what you should do 
with them afterwards. It is not sufficient Bimply 
to get fractures united ; you must get the patientfs 
limb into a good state. It is a mistake to lose 
sight of the patient and only to tell him to go 
about using his arm until it has got all rigl^ 
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Pei'Iiaps it does not get all right, and after six 
weeks or three months the man goes to the nearest 
bone-setter, who does what yoa ought to have 
done, moves the joint, and he gets all the credit, 
and the story goes about that you have made a 
meas of the case and overlooked a dislocation ! 

If yon want to take care of your own reputation, 
do not dismiss a case of fracture until the patient 
has complete use of his limb. The fi-acture may 
be united, but if the joints are stiiE the patient 
cannot be considered well ; you must restore 
power to the joint by moving it, and if necessary 
patting the patient under chloroform for the 
purpose. If you attend to what I have said with 
regard to the treatment of these several fractures, 
you will not have so many stiiF joints as some 
surgeons have. The fact is that cases are treated 
a little injudiciously by splints, and the splints 
are kept on too long. For ordinary fractures of 
the upper extremity three weeks or a month is 
ample time for the splints. You should take off 
the splints at the end of that time, and let the 
patient have a sling. When he has had the sling 
on a fortnight or so, let him begin carefully to 
use his arm, and probably he will get a much 
better arm than if you kept the splint on longer. 
Of course each ease must be taken on its own 
merits. A young healthy patient requires less 
time than an older and feeble patient. It may be 
necessary to keep a splint on the upper arm, for 
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instance, over a month ; but if you do keep it on^ 
you might take the splint oflF at the end of three 
weeks and gently move the joint (it is a great 
mistake not to do that), and then put the limb 
back again on the splint, if you do not think it is 
safe to leave it off. 

One word before I close with regard to the 
difficulty you will all find in treating cases of 
fracture. Knowing what that difficulty is, I would 
beg you to be charitable to other people. Do not 
think that because there has been a bad result it 
must necessarily be the fault of the surgeon, 
because it is not so. You will find that with the 
best advice and the most skilful treatment frac- 
tures will sometimes do badly. There must be 
obscurity in the diagnosis in many cases, and 
difficulty in carrying out treatment in others. 
Therefore, although you should make every effort 
to make a good diagnosis and apply the best 
treatment you can, you must be prepared for dis- 
appointment. And if you come across cases which 
have been treated by others, be a little charitable 
about the methods they have adopted. 
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Yoc will remember that when we went round last 
Friday week yon saw a child which had just been 
admitted into No. 5 Ward with very bad scalds 
of the body, and I took the opportunity of point- 
ing ont to you that the child had really recovered 
from the first shock of the injury when we saw 
it two hours after the accident, and was not in the 
least collapsed, I proceeded at once to dress the 
case, but you will rememberthat, notwithstanding 
all our care, the patient died two or three days 
afterwards, and we saw the result of the necropsy 
this day week. That is only one of a number of 
cases which come into the hospital during the 
winter from either burns or scalds, and it is there- 
fore convenient to say a few words to you on the 
treatment of these cases at the present time. 

In the first place, what is the difference between 
a scald and a burn ? They are both, of course, 
the effects of heat ; but a bum is the effect of dry 
heat — fiame ; and a scald is the effect of moist 
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heat. But if you have liquid metal, like molten 
lead or iron, you will find that it produces exactly 
the same effect as a burn ; and some of the most 
terrible accidents that you will see, if you have to 
do with mining countries, will be in the cases of 
patients who accidentally get their feet into molten 
iron, so that they are charred or burned off, when 
of course secondary amputation has to be per- 
formed. 

Then with regard to the mode of treatment of 
a burn. You may, in private practice particularly, 
see the cases almost immediately after the bum, 
and you will find that all these patients suffer fix)m 
shock, usually in a marked degree. The shock is 
due not merely to the effect of the bum, but to 
fright. There is nothing more alarming to women 
than to find their clothes on fire, and the tendency 
is to rush screaming out into the street, which is 
the worst possible thing for them to do. If you 
ever have to deal with such a case, I would re- 
commend you at once to throw the sufferer down 
and roll her in a thick rug, a great-coat, or any- 
thing of the kind, which will put out the fire im- 
mediately. Having thus stamped it out, yon can 
proceed to treat the burn. Of course in a hospital 
we do not get cases so soon ; they are brought 
here a little after the burn, and generally still more 
or less in a state of shock. 

Let me warn you against treating the local 
injury instead of the shock. If you treat the local 
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iajniy, there is an elaborate dresBing, with mora 
or less exposure of the person necessarily; yon 
thiiB increase the shock, and may very likely kill 
the patient. The proper method ia not to treat 
the local injury at all at first, but to treat the 
shock by restoring warmth to the body, by wrap- 
ping the child m a hot blanket, putting it in front 
of the fire with hot bottles to its feet, giving a. 
little hot brand y-a lid- water or something of the 
kind by the mouth (even an infant will bear a few 
drops of brandy, particularly while reaction is- 
coming on), and giving a little opium to relieve 
the pain, for there is no injury more agonising 
than a severe bum on the skin, and aa long as the 
pain lasts the shock will be kept up. As soon, 
therefore, as reaction shows itself, it is wise to. 
give laudanum, and you may give it to children, 
but you should be cautious about the dose. Th& 
nsual rule is one drop of tincture of opium for 
every year of the child's age ; but you may give 
more than that if you are careful in breaking up 
the doses. What J do in the case of these young 
children generally is to put five drops of laudanum 
into an ounce of water, and then tell the sister of 
the ward to see that they have a teaspoonful every 
hour or two according to the circumstances of 
the case. Repeating these small half-drop doses 

iifl much better than giving larger doses, which may 
produce dangerous narcotism. 
But supposing that the patient does not die 
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from the immediate eflTect of the accident but 
rallies from it, and you have to treat the case, 
what are the indications for treatment ? They of 
course vary according to the severity of the injury. 
And here we come at once to the classical 
division, as we may call it, of Dupuytren, nsually 
given in books. I mean those six degrees of 
severity of bums, which are all very well, but in 
practice it is quite suflScient to have three divi- 
sions. The point for you to determine is this : is 
it simply a scorch such as you may get from an 
explosion of gas ; or is it something more seveore, 
leading to vesication (which is the condition in 
which you saw the child the other day, and is the 
common condition of scalds) ; or is it something 
more severe still — a charring which can only 
occur from the application of dry heat, actually 
scorching up and burning the part ? Those three 
degrees are practically all that you require* I 
quite allow that charring may be very different in 
different cases. You may have a merely super- 
ficial burning of the skin, or the muscles may be 
scorched, and the whole tissues of the limb burnt 
up and the limb destroyed. Upon those degrees 
Dupuytren founds three of his divisions, but prac- 
tically, as I have said, it is quite enough to 
remember that you may have a superficial burn- 
ing, or a burning with vesication, or a burning 
with an eschar, which is the most severe. 

First, then, is the superficial burning, as in 
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the case of a foolish person searching for an 
escape of gaa with a light, and getting an ex- 
plosion of it in his face, ITiere is a good deal 
of scorching, and of course a good deal of pain. 
Perhaps hefore you have seen the case it has 
been powdered over with flour, and that is not 
at all a bad application. But yon may see it 
before that, and if it has not been powdered 
there are various things which you may apply. 
Any greaay application ia good, but those things 
are rather inconvenient on the face, and for face 
bums I think a very convenient application is a 
mixture of collodion and castor oil. The castor 
oil supplies the greasy portion, and the collodion 
mixes well with it. The proportion is generally 
one of collodion to two of castor oil, to he painted 
upon the face. It does not set firmly like ordi- 
nary collodion, but it sets sufficiently to hold its 
place and to protect the skin from the air, which 
is the great point, and at the same time without 
any injurious or uncomfortable pressure upon the 
part. Then, again, nitrate of silver painted upon 
the bum ia very good, only it smarts severely 
for the moment. The late Mr. Skey was very 
strong in his advocacy of that, and it is not at all 
a bad remedy if you apply it in suitable cases. 
In the case of small superficial burns, a ten-grain 
solution will make a good application, or you n 
employ what is to be found in a great many 
houses (at least, used to be) — the nitrate bath of 
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the amateur photographer. Of course, the nitrate 
turns the part black, and you must prepare the 
friends for that ; but it forms a little Superficial 
eschar all over the burnt surface, and in that way 
protects it from the air. 

Then take a case such as that which we saw 
last Friday week, where vesication has already 
been produced. What are these vesications, and 
what do they contain ? It is not merely serum ; 
if it is serum, it has got some fibrinogen in it, for 
if you leave it the material which is exuded 
becomes solid, and you may see every now and 
then in the surgery a patient who has had a scald 
some days before, and treated it domestically, and 
who has come here with a mass of coagulated 
albumen beneath a large bleb of cuticle. Now, it 
is important not to let that coagulation take place, 
because it is difficult to treat. The proper plan — 
the one which you saw me adopt the other day — 
is to snip the vesicles in a depending position, 
pat them down, carefully preserving the cuticle on 
the surface beneath, and then apply carbolic oiL 
Another very good dressing is the boracio oint- 
ment, which has the advantage of being greasy^ 
and is to a certain extent aseptic. 

Then we come, lastly, to the case where there 
are eschars ; there we have a burnt surface which 
is clearly destroyed, and of course time must be 
given for the slough to come away. Now conies 
the great point of preserving the patient as far as 
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possible from the risks of pyemia. No doubt in 
former times many of these cases of severe burn 
died in a week or ten days after the injury froui 
pyaemia ; that is, they were allowed to lie in a bath 
of pus of their own formation, and then some dele- 
terious matter contained in it became absorbed, 
and in that way the patient got pysemia and died. 
The great thing ia to guard against this by using 
absorbent dressings, and at the same time dressings 
which shall be antiseptic as far as possible. Here, 
again, we may nse carbolic oil as a dressing next 
the surface, and over that plenty of cotton-wool — 
it may be the salicylic wool — in OKler to absorb 
the fluid. 

So also in extensive surface burns it is good 
to dust a little iodoform upon them, or to apply 
vaseline containing 10 per cent, of iodoform, 
treating them as you would any other surfaces 
which you want to keep sweet, and at the same 
time to get the fluid absorbed. Where sloughs 
are hanging fire and do not seem likely to sepa- 
rate, poulticing for about twenty-four hours will 
not do any harm, particularly if you sprinkle a 
little iodoform on the poultice. When the sloughs 
have come away, and you can assist them by 
snipping little bits of dead tissue with the scissors 
and pulling them away with the forceps, you find 
beneath a large granulating surface, which may 
be more or less healthy or may be somewhat 
flabby, when you can bring it into a healthy con- 
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ditiou by stiniuiatiug lotions. lb is in the treat- 
ment of these cases that the greatest trouble ia 
foond. An ordinary superficial biira heals withont 
any great difficulty, but when once you have de- 
atraction of nkin you cannot be too careful in the 
after-treatment, because, unless you watch the 
case for weeks and months, yon will perhaps find 
that in the end a terrible cicatrix has formed. 




which you are blamed for, although it may I 
from no fault of yours. 

What commonly happens is tJiia : You have got, 
we will aay, a burn on the arm, and you are taking 
great pains with it. You are getting away the , 
slough, and are producing a nic^ '"•' •'"'°*^"'" 
surface. You put a splint on tl 
elbow, and yoa let t&e snrfsce grai 
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ally and slowly, Tlien you lose aiglit of your 
patient for a time, and after some weeks he comes 
back with a beantiful web stretching across from 
the upper to the lower arm (Kg. ii)." He has 
got tired perhaps of your treatment, and has gone 
to some old woman or quack, who has said to him. 




*' Leave off your sphnt, beud the arm, and it will 
soon get all right," The arm has been bent and 
the cicatrix baa been rapidly formed, and when 
jon see the case again there is a web stretching 
from one part of the limb to the other, the result 
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being very disastrous to the patient. I have here 
photographs of cases of that kind ; and here is 
•another on the neck (Fig. 12). Those are the 
most serious cases of all, where the neck has been 
badly burnt and where you have cicatrices drawing 
down the lip. 

In all those cases where you have extensive 
burns to deal with, you must have great patience 
in the treatment. They are cases which remain 
in the hospital for months together ; they wear out 
the house-surgeon, the dressers, and the nurses ; 
and yet they are worth attending to, because^ 
unless you are careful, they are sure to do you dis- 
credit. The great secret is to superintend the granu- 
lating wound, and keep it on the stretch while 
it is healing. You cannot have a better example 
of this than the one which I mentioned just now 
of the arm. If you have a granulating surface in 
front of the arm, there must be a splint put on the 
back of the elbow, and the patient must wear it 
for six months. It is the same with the neck ; if 
there is a granulating wound, the result of a bum, 
you must keep the child's head constantly stretched 
over a pillow till the wound granulates up ; and 
even then it is well to have some form of appa- 
ratus by which you can keep the cicatrix con- 
stantly on the stretch for months afterwards; 
because it is not merely the healing that you have 
to consider, but it is the after-contraction of the 
cicatrix which is so serious. You must bear in 
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mind that, although the case may look very nice. 
if yon let it go without attention, in six months it 
may come back in a terrible state, and you wil! be 
blamed for it. 

But aupposiug that, unfortunately, the cicatrix 
has been allowed to contract and the case comes to 
yon for treatment, a good deal may still be done. 




■Here is an example in a photograph (Fig. 13) of a 
child in whom the lip was entirely drawn down — 
tamed, as it were, inside out ; and here is aJao a 
photograph (Fig. 14) of the child taken after treat- 
ment. The operation I performed here waa that 
suggested by the late Mr. Teale, of Leeds, and 
yoa will find it described in Mr. Erichsen'a 
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Sitrgery^ with a diagram which I will reproduce 
on the black-board. The everted lip was divided 
into three parts by two vertical incisions, the cen- 
tral portion being equal to half the width of the 
lip, and the lateral portions taking each a quarter. 
From the lower end of each vertical cut an incision 
was carried to an inch beyond the angle of the 
mouth, and the two flaps thus marked out were 
dissected up and brought together in the middle 
line, being fixed upon and supported by the central 
portion of the original lip, from which the everted 
mucous membrane was dissected off. The everted 
eyelids also were improved by making a V incision 
below them and dissecting them up so as to con- 
vert the V into a Y, with the result of pushing 
the lids up considerably. In cases of recent bum 
it is well to make the edges of the lids raw and 
stitch them together, to prevent if possible the 
unsightly eversion which is likely to follow. 

When you get extensive bums about the neck, 
the difficulty is how to fix the parts. You have 
here represented in a photograph a plan which I 
carried out, and which I think is rather usefol. 
The case was that of a boy who was in the hospital. 
in 1876-77. He had, as you see, a contracted 
arm and neck. You see also that his head was- 
shaved, and the reason was that I found that the 
only way to make traction upon the cicatrix. 
was to take strips of plaster up to the top of his 
head and to fix them to the scalp. The instru-^ 
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ment makers mako all sorts of apparatus for thesa 
cases, but they are all more or less unsatisfactory, 
and the reason is tliis — the tendency of them all 
is simply to pull upon the cicatrix in one direction. 
What you want, however, is to stretch the cicatrix, 
which requires a great deal of ingenuity, and the 
best way to do It is to have a piece of sheet lead 
fitted to the collar-honea, and another against the 
chin and lower jaw, and to have screws between 
the two which will push in opposite directions. 
If you thus stretch the cicatrix, you will get a 
good result ; but if you merely pull up the cica- 
trix, the tissues about the shoulder give way, and 
the patient's last condition will not be much better 
than the first. 

Leaving that part of the subject, I want to say 
a word or two as to why patients die after they 
are burnt. In the first place, they die from shock. 
In the old days of crinoline, which I am afraid is 
coming in again, cases were not very uncommon 
of girls, with ball dresses on, putting the candle 
down on the ground just to see that the last tnck 
was right, and then catching fire, and being a 
mass of flames at once. Those patients generally 
died, the burns being so extensive all over the 
body that the poor girls died in a few hours after 
great suffering. 

But it is not absolutely necessary that a patienb 
should die from her clothes catching fire. We 
IiemI a case, you may remember, in the hospital 
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two years ago of a servant girl who, turning round 
in front of the kitchen fire, set the back of her dress 
alight. When she came here, she was frightfully 
burnt all over the back and the buttocks, but, for- 
tunately, not in front, since a bum over the front 
of the body is much more serious than over the 
back. She had to lie on her face for many weeks, 
and we got the sloughs away, and the parts healed 
nicely. Fortunately, the cleft of the buttocks had 
not been afiected, so that the rectum and the vagina 
were not interfered with, and the result was most 
satisfactory, the patient leaving perfectly well. 

But where patients do not die of shock, they are 
apt to die, as the child did, of an affection of the 
1 ungs. They either get bronchitis or some low form 
of pneumonia, and die from that; or they may 
get diarrhoea and pass a little blood, and then 
suddenly die ; and at the necropsy you find that 
there has been a curious condition of ulcer of the 
duodenum, which the late Mr. Curling of the 
London Hospital first called attention to as the 
result of burns. 

I cannot tell you why it is the duodenum par- 
ticularly that ulcerates; nobody seems to know. 
There are two or three theories about it, but I do 
not think that anybody really knows. There is 
no question, however, about the fact that ulcera- 
tion of the duodenum is apt to take place, and 
then perforation or possibly haemorrhage from the 
mesenteric artery, and the patient dies from that. 
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It is important, then, not to set up diarrhcea in 
these cases— as important in the case of burn as 
in a case of typhoid. Kobody in his senses would 
think of giving purgative medicine in a case of 
typhoid, for fear of diarrhcea and ulceration of the 
bowels; and it is the same in the case of bums. 
You want to feed the patients well, to give them 
easily digested food, and if the bowels do not act 
you can treat them sufficiently by enemata acting 
on the large intestine, but letting the small intes- 
tines alone. 

Then of course you may have deaths from other 
cause.=!. Patients die occasionally with cerebral 
symptoms — from congestion of the brain, ^i^ so 
on. 

Before I close I want to say a word on one form 
of scald— the so-called "scald of the glottis," 
though I would rather call it "scald of the larynx," 
because that is what it really is. It happens 
generally in this way. Poor children are left in a 
room by themselves for many hours, and, getting 
exceedingly thirsty, tliey want to drink something, 
and they go to the kettle, which is boiling on the 
fire, and they get a gulp of steam or hot water, 
instead of the cold water they wished for. The 
result is that a child gets a scalded mouth. But 
no further notice ia taken until in the evening it 
is observed that the child begins to breathe with 
great difficulty, and then possibly medical advice 
sought. What happens ia this: The scald 
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affects the upper part of the air-passages, and 
after a few hours, not immediately, as the result 
of the application of hot steam, oedema comes on, 
and it is the oedema supervening a few hours after- 
wards which is so dangerous in these cases. 

In the museum of the College of Surgeons yoa 
will see a very good specimen of oedema of the 
larynx. It shows how all the ordinary sharp out- 
lines of the larynx become obscured by the eleva- 
tion of the mucous membrane due to the oedema 
beneath. The symptoms are unequivocal. The 
child is gasping for breath as in a case of croup, 
and you find that the mouth is scalded. The first 
thing to be done in such a case is to enclose the 
child in an atmosphere of warm steam, to erect a 
tent over the bed, and to bring steam underneath 
it from a bronchitis kettle. But if the case is 
severe, that is not enough ; you must at once 
proceed to scarify the throat. That is a simple 
operation, and an exceedingly useful one, and I 
believe if it were more frequently done early we 
should not have so many deaths from scalding of 
the larynx. You take a sharp-pointed bistoury 
and cover the heel of it with a strip of plaster. 
You then put your forefinger on the back of the 
bistoury so as to cover the point, and you slip 
your finger down the tongue until you come to 
the swollen epiglottis, which stands up and is 
three times its proper size. Then with the point 
of the instrument projecting beyond your finger 
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you scarify pretty freely about the root of the 
tongue, tile epiglottis, and the top of the laiynx, 
where I do not think you could do any harm. 

People are afraid of undertaking this simple 
operation because they do not know exactly where 
the carotid artery ia ] If they do not, I am sorry 
for them; but certainly it is nowhere near the 
epiglottis, any more than it is near a tonsil which 
they may be going to remove. I never knew any 
haemorrhage occur from puncture of cedema of the 
larynx, and you may incise and puncture it with 
the greatest relief to the patient. Then you give 
some hot milk-and-water to gargle the throat 
with; and a hot linseed poultice put under the 
jaw would give the patient considerable relief. 

Still, the question may very likely arise as to 
giving relief by opening the windpipe. You can- 
not have a better test of the necessity for interfer- 
ence than what is called " retraction of the chest." 
You see the child taking a breath, and when it 
stm^les in doiug so, instead of the ribs rising, 
they fall in, very little air entering the larynx, 
and retraction of the chest-wall taking place. 
Whether that is due to diphtheria or croup or a. 
scald, it does not matter ; it is a most important; 
Bymptom, and if yon see ifc you ought to open the 
windpipe at once. Where will you open the wind- 
pipe ? Undoubtedly at the crico-thyroid mem- 
brane. There seems to be a prejudice in soma 
^orgeons' minds against doing W'j-ugp'ui'ai.-^ Nsn. 
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children. I cannot see why ; it is a simple opera- 
tion, for yon can feel the cricoid cartilage distinctly 
enough to be a gnide, and nothing can be simpler 
than to make an incision through the membrane 
and put a tube in. Laryngotomy is quite suffi- 
cient, because, if you look at the anatomy of the 
parts, you will find that the cedema never goes 
below the true vocal cords — that was settled years 
ago — and you are well below the vocal cords when 
you do laryngotomy. The reason why I urge the 
operation in this case of scald, as well as in the 
case of a foreign body, is that anybody can do it 
with a penknife. If a man has not done tracheo- 
tomy on the living body, it is very likely that, 
having heard about the dangers of the operation, 
he may possibly fight shy of it, but he cannot well 
do so with laryngotomy, because he cannot go 
wrong ; and therefore I advise it in these cases. 

Then as to drugs. If you have time you may 
try the eflEect of antimony, which I have more faith 
in than anything else. Give full doses of antimony 
according to the age of the patient, and be ready 
to do laryngotomy if required. Do not put it ofif 
too long. You will find that if laryngotomy is 
performed early in these cases you will not have 
to reproach yourself afterwards with having 
allowed the patient to die unrelieved. 




We have now in the wards a case of popliteal 
aneurysm which ia especially interesting as occur- 
ring in a woman. Aneurysm in a woman is com- 
paratively rare, and certainly popliteal aneurysm 
is very uncommon, for I do not myself remember 
to have seen one before. The reason of it in the 
present case ia easily to be found, and you vrill 
remember that I called attention to it when the 
patient was first admitted. She was paralysed 
on the right aide, and the explanation therefore is 
that the left leg has had to do more than its 
share of work, and consequently the artery hae 
become aneurysmal. This woman is forty-seven 
years of age. There is nothing special in her 
history bearing upon the disease, and I need not 
trouble you with the details. She seems to have 
noticed a lump in the popliteal space for some 
little time since Christmas, and she came here 
one day complaining of something the matter 
with her knee. You will rememiteT Ma»fe "V Si^ 
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not see her with you till Friday week, and we 
then found that she had a well-marked popliteal 
aneurysm. 

Let me say here one word with regard to the 
diagnosis. There was a pulsating swelling which 
was evidently in direct communication with the 
artery, because the moment we compressed the 
femoral artery we stopped the pulsation in the 
sac ; then, on very gently pressing the sac while 
the artery was held, we found we could slightly 
diminish it, and on letting go the main artery 
again we got the distensile pulsation which is so 
<5haracteri8tic of aneurysm. The whole of the 
pulsations are more or less distensile, for if you 
put your fingers upon the aneurysm you feel that 
they are separated one from the other ; but the 
best way of demonstrating it absolutely to a class 
is to stop the pulsation for a moment, and then 
allow the tumour to swell out suddenly ; you then 
see at once that it must be an aneurysm. 

There was in this case an aneurysmal bruit, 
which means of course that on listening to the 
sac we hear the sound of the rush of blood. You 
must not suppose that every aneurysm has a 
bruit, nor, on the other hand, that every tumour 
which has a bruit is an aneurysm. You can 
produce a bruit artificially in a healthy artery 
by pressure with the edge of the stethoscope, and 
some cases of vascular tumour have a very dis- 
tinct arterial bruit in t\v^T[i. Som^lvKvos* Y^^ &^ 
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quite a noiay bruit, aa in cases of so-called aneu- 
rysm of the internal carotid in the head, but in 
many of these there is no aneurysm. We found 
that the woman had a large saccular aneurysm. 
Most popliteal aneurysms are sacculated, for it is 
very rarely indeed, I believe, that you get a fusi- 
form aneurysm, which is an aneurysm formed by 
a uniform dilatation of the coats of the arteiy. 

With regard to the division into true and false 
aneurysm, I should hold that every aneurysm 
which still contains blood Tvithin the coats of the 
artery is a true aneurysm ; but if the coats of 
the arteiy have given way, and the blood is 
outside the artery, and a sac is formed by the 
surrounding tissnes, I should call that a false 
aneurysm, I am aware that that is not strictly 
the definition always given, but it is sufficient 
for all practical purposes. And now as to treat- 

I thought that both for the woman and also 
for you it would be well to try other methods of 
treatment before resorting to the ultima ratio of 
ligature of the artery. There did not seem any 
special urgency about the case to require the 
ligature immediately. Therefore you will re- 
member that we arranged that there should be 
digital compression of the main artery, and we 
told off the dressers seriatim to hold the common 
femoral artery and cause stagnation of the blood 

the sac. What would be the me^ilb'A 0I i^ji^i 
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brought about by that treatment ? It is obvious 
that our object was to stagnate the blood in 
the aneurysm, and thereby, if possible, to produce 
coagulation of the contents of the sac. If we 
had succeeded — which we did not do — ^the clot 
formed there wonld have been very much like 
the clot formed in the basin when you bleed a 
patient ; it is the clot sometimes called a *' soft 
clot," which was held by the older authorities on 
aneurysm — Broca particularly — not to be capable 
of producing a true cure of aneurysm. I quite 
agree that in many cases that clot undergoes 
changes afterwards which lead to an unfortunate 
result. I mean that you may get a certain 
amount of clot, as we did in this patient, by 
careful compression of the main artery, and a 
very few hours after the compression is left off 
the whole of the clot is washed away into the 
general circulation, and the aneurysm is beating 
much as before. 

Now, the pressure was kept up for four hours 
on February 22 nd, from ten minutes past threa 
until ten minutes past seven, on the very first 
day on which we saw the patient. At the end 
of that time the tumour seemed distinctly harder 
and the pulsation less, no movement of the knee 
being caused by the pulsation. But the next 
morning when I saw her I thought that there 
was not any definite improvement ; in fact, the 
little clot that was ttiexej 'Vi-a.^i "V^^^tl' ^^sked away^ 
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I therefore adopted a plan of treatment which is 
sometimes useful in these cases — namely, flexing 
the joint forcibly, bending the knee so thoroaghly 
that the aneurysm is slightly compressed against 
its own artery. In that way we found that we 
could very nearly stop the pulsation, not com- 
pletely, and that position was kept up daring the 
whole of the next day. But there was no per- 
manent improvement, and on February 24th 
instrumental compression was begun at 10.45 
A.M., and carried on till S.45 P.m. A Carte'a 
tourniquet was applied to the groin, and a horse- 
shoe tourniquet below it. The pulsation of the 
aneurysm was not completely arrested purposely, 
because we did not want in that case completely 
to stop the flow of blood. 

Let us now contrast these methods. The 
object of the first, compressing by digital means, 
and stopping pulsation in the aneurysm com- 
pletely, was, if possible, to prodnce coagulation of 
the contents, and the flexion treatment had exactly 
the same object. But the instrumental compres- 
sion which we took up on February 34th had a 
very different object ; we purposely did not efcop 
the circulation completely through the aneurysm, 
bat we allowed a little blood to trickle past by 
just graduating the compression sufficiently to 
obstruct but not to stop the artery. Under these 
circumstances we hoped to get a cure by cyiite ^ 
—different method — namely, a deposVt ol \a.m\ua.te^ 
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fibrine within the sac, and this method is no 
doubt that by which nature cures aneurysms. 
You see occasionally in post-mortem examina- 
tions an aortic aneurysm, for example, either 
absolutely cured, or so far cured that it gives no 
trouble, by thick deposits of laminated fibrine. 
If you look in the museum you will see plenty of 
specimens illustrating this point, and you may 
see sections of cured aneurysms in the bottles on 
the table. You will observe dense white fibrine 
which must have been deposited in layers one 
upon the other from the outside of the aneurysm 
towards the centre. That is the method of cure 
by laminated fibrine, and it is no doubt the best 
method ; indeed, the older surgeons held that it 
was the only cure, but that is not true. Aneu- 
rysms can be cured by coagulating the contents 
of the sac, but the cure is apt to be evanescent. 

I ought to have mentioned that I put the 
patient first upon a limited diet — namely, meat, 
six ounces ; bread, six ounces ; milk, one pint ; 
tea, half a pint ; and two or three ounces of rice, 
to be made up into a pudding with a little milk. 
She had, you observe, a full allowance of meat, 
but I limited the bread and cut down the fluids 
as much as possible. That is the kind of diet 
which you want to give to aneurysmal patients. 
You want to increase the plasticity of the blood, 
and you do that by diminishing the watery part 
of it, putting the patient upon a limited amount 
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of fluid, and also increasing the fibrinous portion 
of the food. Then I put her upon iodide of 
potasaium in twenty-grain doses. There ia a 
feeling among physicians rather than among 
surgeons that iodide of potassium does good in 
some cases of aneurysm. It certainly could do 
no harm, and therefore I thought it well to give 
iodide of potassium at the same time that she 
was under these various methods of treatment. 
Nevertheless we failed. 

Was there any other method which might have 
been adopted before I tied her artery ? There 
was one, but I did not think it well to adopt it; 
I think it right, however, that you should know 
it. It is the application of Esmaroh's bandage. 
In order to do this properly you must put on an 
elastic bandage from the foot up to the aneurysm, 
and you must put on another from the thigh down- 
wards to the aneurysm ; the result being that 
you squeeze all the blood of the limb into the 
aneurysm so that you make it tense, and you 
make the blood perfectly stagnant in the sac. If 
yon can do that for two or three hours you may 
hope to produce coagulation of the contents. 
Some years ago, when the plan was first su^ 
geated by Dr, Reid, E.N., I tried it here in two 
cases, and I have brought the notes of them with 
me." The first case was that of a man, ^ed 
thirty-two, a coal miner, who had a large popli- 

^ ■ Clin. Sac. Trails., vol. sjii. 
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teal aneurysm. On October 29th, 1879, at 
three p.m., half a grain of morphia having been 
injected beneath the skin of the right thigh,. 
Esmarch's bandage was applied to the limb in 
the usual manner, reaching to the lower border 
of the sac. A piece of Martin's india-rubber 
bandage was applied from above downwards in 
the thigh, stopping well above the aneurysm, and 
over the bandage the elastic cord was tightly 
drawn. At four p.m. the patient was placed 
under the influence of dichloride of ethedene 
(now we should put the patient under ether), 
the pain produced by the treatment having 
become very severe. At six p.m. the tourni- 
quet and the bandage were removed (the former 
first) and the anaesthetic discontinued ; all pulsa- 
tion had ceased in the sac, and it was apparently 
solid. One hour afterwards, however, a slight 
return of pulsation was noticed by the house- 
surgeon. Two of Carte's compressors were there- 
fore applied (one to the groin and the other to 
the middle of the thigh), and the artery was 
controlled by them alternately. Compression was 
thus kept up until nine a.m. on the 30th. The 
result was a complete cure. 

The second case was that of a man, aged thirty- 
seven, who was admitted under my care on De- 
cember 2nd, 1879. He had a large popliteal 
aneurysm which was thought to be fusiform* 
The aneurysm had no thrill in it, and no bruit. 
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On December 3rd Esmarch'a bandage and tonrni- 
quet were applied aa before, and were kept on for 
three hours and a half, the patient being nnder 
the influence of dichloride of ethedene the greater 
part of the time. He also made a good recovery. 

Ton may naturally say : " If those two patients 
recovered, why not adopt the method in the case 
of this patient ? " Well, because there is, no 
donbfc, a httle risk of gangrene, and other sur- 
geons have not been so fortunate as I was in those 
cases. I therefore preferred to tie the femoral 
artery. 

Having made up my mind to tie the artery, I 
gave the patient (all these methods being a httle 
exhausting) a couple of days' rest, and on Feb- 
ruary 27th I tied the femoral artery — of course 
the superficial femoral artery ; I tied it where it 
is crossed by the sartorius muscle, and there was 
no difficulty in finding it. I made a free in- 
cision (and I am sure, if you are to tie arteriea 
successfully, you must have plenty of room) 
through the skin and fascia, and exposed the 
sartorius muscle, which was drawn a little out- 
wai'ds. Then the sheath of the vessel was ex- 
posed, which I opened carefully with a knife and 
forcapH, and then slipped the needle round, dia- 
tnrbing the parts as little as possible. 

I feel confident that a successful result depends 

very much upon the way in which the artery is 

Ktied. If you isolate it much, if you pull it about 
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and braise ib with directors and inatriunents of 
that kind, you can hardly expect that the artery- 
will do well after*rards, I am sometimes shocked 
at examinationB to see young surgeons, when 
called upon to operate, taking a steel director 
and tearing ont the artery for an inch or more 
in length. Luckily it is a dead artery, so that 
it does not mnch matter ; but if it were living, 
the chances are that there would be secondary 
hsemorrhage. I think that is one explanation of 
the statement lately made by Mr. Ballanceatths. 
Royal College of Surgoona that the great mop* 
tality after the ligaturing of large arteries waa 
due to secondary htemorrhage. Now, I have tied 
a pretty good number in my time, but I am 
happy to say that I have never seen secondary 
heemorrhage. I saw Sir W. Fergusaon'a prao 
tice for many years, and he tied a great many 
arteries, bnt I never knew a case of secondary 
hiemorrhage ; bnt I have known it occur in the 
practice of another sui^eon in two cases. One 
was in the femoral and one in the carotid, and 
both cases were fatal, as such cases usually are.. 
The artery may be too diseased to bear a liga- 
ture. That, of course, ia very unfortunate ; and 
if yon do get an artery ao diseased, perhaps the 
best coarse is to use a very large ligature. Bnfe 
if the artery ie healthy enough to bear a ligature, 
it is possible that it may have been too much: 
torn or distarbed fct tbe time ol tW o^ration. 
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That is one great argument against a practice 
which is a very old one, but which haa been re- 
vived within the last few ye^rs at St. Bartholo- 
mew's Hospital — viz., tying the artery in two 
places and dividing between. The theory is that, 
if you have an artery divided in that way, its 
elasticity is expended by retraction, and there 
can be no tension upon the point of ligature. 
Now, this practice seems to me to add consider- 
able risk to the operation. You must isolate the 
artery considerably to get two ligatures round it ; 
and, moreover, by cutting the artery through, if 
one ligature should happen to slip, you lay your- 
self open to secondary hfemorrhage, and that is 
what has occurred, A surgeon tied the sab- 
clavian artery — you know how short that is — 
in two places, and divided the vessel between ; 
half an honr afterwards one of the ligatures 
slipped, the result being that excessive hfemor- 
rhage occurred, and the patient died. 

My advice is to tie with a good silk ligature 
and to tie tightly, and that brings me to another 
matter which has been lately laid down by Mr. 
Ballance in his lectures — namely, that we are 
wrong in tying tightly, and that we should nob 
tie sufEciently tightly to divide the coats of the 

I artery. Let nie explain what you do when yon 
lie a ligature tightly. What you do is to divide 
pie internal and middle coats, which contract and 
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the external cellular coat is firmly embraced. 
That I believe is the best plan, because if you 
use, as we now do, an aseptic ligature, nothing 
more happens. The ligature in the case up- 
stairs has never come away, and never will ; it 
is lying quietly, surrounding the external coat, 
and strengthening it materially ; the middle coat 
has retracted and become agglutinated by lymph, 
and firmly closed ; and therefore the risk of 
secondary haemorrhage is reduced to a minimum. 

I quite allow that when we had septic ligatures, 
when we used to tie with silk or hemp, which 
came away afterwards (and we left the end of it 
oat to pull at), there was a little more risk. Sup- 
posing that firm union had not taken place, and 
the parts had not become amalgamated, then was 
the time for secondary haemorrhage to occur. I 
have here a specimen which illustrates the subject. 
Here is the carotid of a young woman who died 
some years ago. I had applied a ligature, and the 
patient died a few days afterwards from soften- 
ing of the brain, which is not a very unusual 
result of ligature of the carotid. The cut ends 
of the aseptic silk are still to be seen in position. 
The coats of the artery are evidently tied closely, 
and you can see a considerable clot above the 
ligature and a smaller clot below. You could 
not have a better illustration of the use of an 
aseptic silk ligature. 

You may know, perhaps, that it has been 
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proposed to use catgut ligatures instead of ailb, 
and when those ligatures first came in I tied a 
femoral artery with one of them in this theatre. 
It was a case of popliteal aneurysm, and I tied 
the femoral in the ordinary way ; but in a few 
days pulsation returned in the aneurysm and all 
the way up the femoral artery. It was evident 
that in the effort made not to tie the artery bo 
tightly as to cat the coats, I had not obliterated 
the artery at all ; and that the catgut ligatnre, 
becoming softened, had given way, and so the 
current of blood had poured on. I solved the 
difficulty by putting a silk ligature a little 
lower down, and the patient got well.* Mr. 
Thomas Smith, of St. Bartholomew's, was not 
so lucky. He had a case of that kind, where 
he tied the femoral artery with catgut, and the 
same thing took place ; the catgut gave way, and 
the pulsation retamed. But, nnfortunately, he 
tied the ligature a little tighter than I did, and 
the result was that he weakened the coats of the 
artery at the point of ligature, and within a few 
weeks an aneurysm developed at that point, so 
that the patient's condition was aggravated by 
the operation, because he had a second aneurysm 
developed at the seat of the ligature in addition 
to the one below. 

I So much for the question of ligature and the 
aeation of operation in this case. Now let me 
* Ctin. Soc. Tranx., vol. si. 
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say a word with regard to what has happened in 
the sac of the aneurysm since the ligature was 
tied. Is it a cure by coagulation of the content* 
of the sac, or is it a cure by deposit of fibrine ? 
It is a little diflScult to be sure in this case, because 
I am happy to say we have not had an oppor- 
tunity of examining the sac, and I hope we shall 
not have it, but I rather think it is a cure by 
coagulation of the contents, and for this reason. 
We had a certain amount of clot in the sac before 
the operation. I then tied the femoral artery, 
and we have never had the slightest pulsation in 
the sac since. Now, in order to get deposit of 
laminated fibrine you must get a current of blood 
going through the sac, but we have never had 
anything of the kind, it has been solid from the 
first ; therefore I think I may say (with a certain 
amount of hesitation) that we have here a cure 
by means of the coagulation of the contents of 
the sac. The effect of the ligature was to do 
what we tried to do by digital compression, but 
we failed then to get complete stasis of the con- 
tents of the sac, and as a consequence of the 
ligature we have now coagulation of the contents 
of the sac and a cure. Therefore, believing that 
to be the case, I have been very careful to avoid 
manipulating the sac since. I think it is quite 
possible that if we were to over-manipulate the 
sac and pull it about too much we might displace- 
some of the clot and disturb the cure. 
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With all your care accidents will sometimes 
happen, whether the cure is from coagulation or 
from deposit of fibrine. Sometimes the sac of 
an aneurysm gives way within a very few hours 
of the ligature of the main artery, and it is a 
serious luatter, because it almost always involves 
gangrene of the limb and amputation. What is 
the explanation ? I believe it is this, that there 
is a very thin sac which has possibly undergone 
a certain amount of manipulation in previous 
attempts at cure by compression. Then the 
surgeon resolves to tie the main artery, and when 
he is doing it some of the bystanders, being very 
anxious to see that the pulsation has ceased, mani- 
pulate the sac, I always take care to avoid that, 
I only allow one gentleman to put his finger on the 
sac to assure me that the pulsation has ceased. 

Then there is another thing that may happen, 
and it might happen in this case — inflammation 
of the parts surrounding the sac might come on. 
It ia said to be inflammation of the sac itself, 
and possibly it may be ; but I think it is rather 
of the surrounding structures, and is set np pro- 
bably from the same causes as those I have 
mentioned — viz., by over-manipulation, and then 
an abscess forms and has to be opened, and yon 
find that it communicates with the sac of the 
aneurysm. Now, that is not necessarily a fatal 
thing at all. If it does not occur for some days 
y sf J«r the ligature, the aneurysm has become solid. 
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as you see in these specimens. You open the 
abscess, and perhaps some of the clot may be 
discharged, and perhaps not ; and although it is 
an anxious case, still the patient may do well. I 
have known it occur in a case of carotid aneu- 
rysm. A colleague of mine tied the carotid, and 
subsequently suppuration of the sac of the aneu- 
rysm took place, yet there was no secondary 
haemorrhage, and the patient got well. 

I have been hitherto speaking of the treat- 
ment of aneurysm entirely by proximal methods. 
All the methods I have mentioned have been 
between the aneurysm and the centre of the 
circulation, but you must understand that there 
are methods which we are sometimes obliged to 
adopt called the distal methods, and I will say a 
word or two about them so as to put the matter 
clearly before you. There are of course arteries 
like the innominate, or the first part of the sub- 
clavian, or the carotid low down, where you 
cannot get to the proximal side of the artery. 
There have been one or two attempts (you may see 
Liston's specimen in our museum) to tie the first 
part of the subclavian artery, and to tie the in- 
nominate, but they have always proved fatal, 
because when the ligatures came away secondary 
haemorrhage occurred. Listen tried to avoid that 
by tying the carotid as well as the first part of 
the subclavian in the case in the museum, but 
the same thing Kappeia^ftS., «*Ql'Sl \3t\ft ^-^^jKCLt died. 
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Of course it is possible nowadays, with septic 
ligatures, that we might succeed in getting a 
ligatnre on so near the heart, but he would be 
a bold Burgeon who would do it, because it is a 
difficult operation, and the results have been so 
exceedingly unsatisfactory. Therefore, for these 
cases one of the methods suggested for treatment 
has been what ia called the distal ligature, and it 
is often called Brasdor'a operation — not that 
Brasdor did it. Although it was suggested by a 
Prench surgeon, it was an English surgeon, 
Wardrap, who in 1827 first tied a distal ligature 
at the root of the neck. He tied the carotid for 
aneurysm of the innominate, and afterwards the 
Bubclavian. Yon will observe the difference be- 
tween the two if you think of the anatomy of the 
parts. The carotid artery runs up from the root 
of the neck, and yon have a considerable length 
of vessel npon which you can put a hgature with- 
out any branch intervening between it and the 
main artery below. But it is very different 
with regard to the subclavian. From the first 
part the vertebral, the internal mammary, and 
thyroid axis come off, and from the second 
there is the superior intercostal given 






Now, imagine that yon do as Wardrop did — 
put a ligatnre npon the third part of the artery. 
There are a number of branches intervening 
lietween the point of the ligature ani Gift'-mMi- 
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minate artery, so that, as I understand it, Brasdor 
and Wardrop are not exactly the same thing, 
though we generally call both the distal operation. 
Then, of course, you can combine the two opera- 
tions. I myself, in 1865, tied these two arteries — 
the subclavian in the third part, and the carotid 
artery in the neck — in the case of a woman who 
had a large aneurysm believed to be of the inno- 
minate ; but it turned out four years and a half 
afterwards, when she died, that the diagnosis was 
incorrect, and that it was really a case of aortic 
aneurysm. Still, she was immensely relieved, 
and if she had been careful of her health 
she might have lived longer, I think. The 
specimen is in the museum of the College of 
Surgeons. It is beautifully dissected, and it is 
injected so that it shows all the anastomoses very 
nicely. 

Of course, these operations must be done upon 
a different principle from the proximal opera- 
tions, and surgeons are not quite agreed as to 
what the effect of tying the distal ligature is. 
Some say, as Mr. Erichsen holds, that by tying 
the carotid and the third part of the subclavian 
you cut off two-thirds of the blood, and leave 
only one-third to come through the arteries. 
But the fact that you have tied the artery in 
these two places, and hindered the blood going 
beyond, does not prevent the normal quantity 
coming in below ; ttieTeiioTe^\\i^NQvMx^tli.er seem, 
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if it were followed out, that by stopping the 
current of blood beyond the aoeuryam you would 
throw a greater strain upon the aneurysm itself, 
which, we hope, is not the fact. Then Mr. 
Holmes has suggested that the clotting extends 
from the sites of the ligatures backwards into 
the sac of the aneurysm. But I have proved 
that not to be the fact, and specimens in the 
museumB show that it is not so. Therefore, we 
come to my own theory upon the subject — I only 
advance it tentatively — that is, that the ligature 
applied on the distal side of an aneurysm has 
some effect in altering the direction of the current 
of Mood. I do not know how, but I am sure 
that if you tie the arteries beyond an aneuryam 
it is that alteration in the direction of current 
which leads to clotting in the sac, I allow that 
it is not a satisfactory explanation, but I think it 
is more satisfactory than the other two. 

It has been suggested that you should inject 
fluids into the aneurysm, and this has been tried, 
Perchloride of iron has been injected. Again, 
it has been suggested that either horsehair or thin 
wire should be put in the aneurysm, so as to 
produce coagulation of the contents, and so bring 
about a cure. The late Mr, Moore, of the Middle- 
sex Hospital, was the first to do this, and it has 
been repeated a few times, and with auccesa in 
the case of the abdominal aorta; but it is a fact 
patient iaa recovered w^o \\aa Vai^. wo^ 
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foreign body put into a large aneurysm of the 
root of the neck. Mr. Beck had a case here a 
few years ago in which he did it, and produced a 
certain amount of coagulation, but without any 
permanent effect. With regard to other methods, 
it has been suggested that injecting ergotine into 
the neighbourhood of an aneurysm might do good ; 
but it is absurd. The idea is that it will cause 
contraction of the muscular fibre, but if you look 
at any specimen of aneurysm you will see that 
there is very little muscular fibre in it, and it 
could not be affected by the small quantity of 
ergotine thrown in. 

Lastly, there are two suggestions of Sir W. 
Fergusson's which I ought to mention. One is, 
that in the case of an aneurysm of the subclavian 
artery in the first part, which cannot possibly be 
treated by a proximal ligature, you should ampu- 
tate at the shoulder, and then tie the axillary 
artery at the end of the stump. In that way 
you get rid of the limb, and therefore, to a cer- 
tain extent, get rid of the danger of secondary 
haBmorrhage. Mr. Luther Holden and the late 
Professor Spence of Edinburgh each had a case, 
and I myself have had a case where I thought it 
right (the man's arm being perfectly useless and 
paralysed) to amputate at the shoulder-joint ; but 
I should not do it again, because I do not think 
it did any good. The aneurysm progressed as- 
before. 
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Then there is the question of displacing some 
of the clot. Sir William Fergusson proposed to 
manipulate some of the clot out of the aneurysm 
with a view of blocking the artery beyond. It 
was done in one or two cases, but without any 
permanently good result, and there is always the 
risk of blocking some of the cerebral arteries and 
thus producing paralysis and death. 



ON 

STRANGULATED HERNIA. 
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Last Sunday week we had a case of strangulated 
hernia. Unfortunately, it occurred at a time when 
very few of you were here, and the case only 
lasted a few hours, but I had the opportunity of 
showing you the post-mortem specimens. The 
case was this. The man was fifty-six years of 
age, and he had had a hernia twenty years. On 
December 6th his bowels acted. On the following 
day they did not act and the hernia became 
irreducible. On the 8th vomiting began, and in 
the evening of that day it began to be stercora- 
ceous. On the 9th he applied to the hospital for 
relief. So that you see from the 6th, or some 
time after the 6th, till the 9th, we may say for 
three days practically, he had strangulated 
hernia. 

The treatment, I am sorry to say, consisted in 
taking purgative medicines on his own account, 
nnd he did not appear to have seen a doctor till 
he came here. T\ie \io\i^e-^MT^<eiOTL ^Xk^xs^t^ to 
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reduce the hernia, but, failing to do so, he sent 
for me. I happened to be out of the way, and 
Mr. Pollard came and acted for me. He operated 
on the patient and reduced the hernia. At the 
same time he performed a radical cure by remov- 
ing the sac, which you see here, and, aa it tamed 
out to be a congenital hernia with a very much 
atrophied testicle, he thought it wiser, and I have 
no doubt he was right, to remove the testicle at 
the same time. That gave him aa opportunity 
of stitching up the canal and performing a radical 
cure. But, unfortunately, aa soon as the bowel 
was reduced the purgatives which the man had 
already got in him began to act. He had pro- 
i'use diarrhcea, and considerable exhaustion follow- 
ing upon that, and he died three hours after the 
operation. 

Leaving this case for a moment, let ua turn to 
i subject of strangulated hernia, which is a 
'■sooat important one. In the first place, what do 
mean by it ? We mean that a piece of bowel 
has slipped through oue of the apertures through 
which the bowel is apt to pass, and has become 
so tightly constricted that not merely is it irre- 
ducible, but in addition to that the circulation of 
the bowel is interfered with. It is very important 
that you should clearly understand the differ- 
ence between an irreducible hernia and a strangu- 
lated hernia. A person may go for many yeai:s 
arith irredacible hernia and no laMTQ. tfiK^ ^loma 
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of it ; but, if it becomes strangulated, it is ob- 
vious that a very few hours will produce such 
changes in the bowel that, unless it is promptly 
relieved, the patient will die of its mortification. 

I can illustrate pretty well what the condition 
is in this way. Supposing that I tie a piece 
of string round my finger thus, pretty tightly — 
of course I immediately produce venous conges- 
tion, because the effect of the string is to stop 
the return current of blood in the veins. If I go 
on and keep the string sufficiently tight and 
sufficiently long upon the finger, I shall eventu- 
ally get stasis of the blood in the vein, and then 
stoppage of the blood in the artery, and finally I 
shall have the finger mortifying and dropping off. 
That is precisely what occurs with a piece of in- 
testine which is strangulated. If you think for 
a moment how extremely tight the ring some- 
times is, particularly the femoral ring, you will 
see at once that the strangulation may be very 
acute, and you may possibly have an opportunity 
of seeing, as I have seen, a patient in whom 
strangulation has only lasted a couple of hours or 
so, apparently at the point of death. 

The explanation of that is not so much the 
interference with the circulation (because two 
hours' strangulation is not sufficient to produce any 
such change in the bowel as will lead to death)^ 
but is the effect produced upon the system 
tbrongh the sympat.\ie.t\c ii«tNe>, ^\v\Qh., being 
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tightly nipped, reacts upon the patient, who looks 
as if he were moribund within a couple of hoars 
of the strangulation. There was nothing of that 
kind here. The patient went three days with his 
strangulated hernia, and when he was operated 
on the bowel was not in a very bad condition, 
becauae Mr. Pollard thought himself justified — 
and he was justified by the result — in returning 
it into the abdomen. Here ia the piece of in- 
testine which was strangulated. You will see 
from its appearance (of course it has lost its 
colour) that it has evidently been in a sac more 
than once. You will observe that there is a good 
deal of thickening about it, and it is obvious that 
there has been from time to time a good deal o£ 
action about the bowel, congestion, and soma 
inflammation, which have led to the condition 
which you see. 

With regard to the symptoms, supposing a 
patient has had hernia for some years, what he 
generally finds is this. On some occasion, 
%vhen he has made some extra effort, when ha 
has had, perhaps, a straining at stool, or some- 
thing of the kind, the hernia comes down and 
he cannot put it back as he has been aecua- 
tomed to do. And here let me say that patients 
are often better able to put a hernia back than 
the surgeon, however skilful ; they have been 
accustomed to do it, and they have also the ad- 
of feeling the hernia w\a\ei ftve^ «s^ 
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manipulating it with the fingers. They will lie 
down and put themselves sometimes in very 
curious positions, and by kneading and carefully 
manipulating they will put it back. On this 
occasion the patient finds that with all his efforts, 
and trying all that he knows, he cannot put the 
rupture back, and in such a case, if he were 
wise, he would take advice at once. But un- 
happily patients are not always wise, and our 
unfortunate man, instead of going to a surgeon 
to overcome the obstruction, took purgative 
medicine, which was really the cause of his 
death. 

Then, in addition to those cases where a patient 
has had a hernia, you must remember that a 
hernia may sometimes be brought down and 
strangulated then and there. A woman may be 
in a great crowd, sight-seeing — I have known 
it occur more than once — and she gets very 
much squeezed, and afterwards she finds a 
small lump in the groin, which is then and 
there strangulated. I remember a case of that 
kind in 1856 at the Peace illuminations, and 
the same thing occurred in a patient whom I saw 
during the last Jubilee year. In such a case 
the patients are often not aware that there is a 
lump at all. What they find is that they get 
sickness, which increases till it becomes sterco- 
raceous, and then perhaps they send for a doctor 
for what they call bilious vomiting. The same 
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thing occnra in elderly patients, who have felt, 
perhaps, a little lump in the groin for years and 
have paid no attention to it until it becomes 
strangulated. Now, I want particularly to warn 
you when you get into practice never to treat a 
case of " bilious vomiting " without being quite 
certain that it is not a case of strangulated 
hernia. And do not be content with the word 
of the patients. They do not always understand 
what you mean ; they may say that they have 
a lump or they may not ; often they will deny 
that they have a lump because it ia so small that 
they are not aware of its presence. Therefore 
you ought to make it a rnle to put your fingers 
into the groin and feel the femoral and inguinal 
regions, particularly the femoral in women and 
the ingninal in men. And then do not forget 
the umbilicus, because umbilical hernia is not so 
nncommon, after all, in women who have had 
large families, and occasionally you meet with it 
in men. 

In the great majority of eases of strangulated 
hernia you endeavour, if possible, to put the 
bowel back. But if you happen to see a patient 
who ia completely collapsed and faint, with a 
cold sweat on the skin, and apparently moribund, 
and a history of three or four days' presence o£ 
strangnlated hernia, you may be pretty sure that 
the bowel mnst have got to a state in which it 
jTOuId be very unsafe to put it back, and yoa 
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had better operate without applying the taxis. 
But that ia an exceptional thing, I suppose 
almost every surgeon when he first sees a hernia, 
makes an attempt to put it back. In applying 
the taxis yon should use steady pressure, but no 
force. If you ueo force you may do a great deal 
of harm to the bowe! ; you may even tear up 
the whole sac and push it before you, retura- 
ing it, as we aay, en bloc within the abdominal 
cavity, but not relieving the strangulation. But 
most particularly you should be careful not to 
burst the bowel. In such a case aa this, for 
instance, where the strangulation had existed for 
three days, I can easily imagine that if any undue 
force had been oflered the bowel might have 
been ruptured. 

Failing to return the bowel under ordinaiy 
manipulation, what is the next best thing to be 
done ? Undoubtedly, to operate. Then, should 
you do anything in the interval, while making 
preparations to operate ? ilany surgeons say^ 
"Put on an ice-bag"; but I cannot imagine why 
an ice-bag should be put upon a strangulated 
hernia, because it certainly cannot do any good, 
I know that there are some authorities for itj, 
but I certainly do not recommend the practice 
to you, I think you had much better not apply 
ice, because cold may juet act as the turning-^ 
point in a piece of bowel which is almost gan* 
grenouB, but not quite so. The only thing to I 
done when you have fairly tried the taxis (if yoB 
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Bke, under chloroform) is to operate, and I want 
jon to anclerstand that the operation for strangn- 
lated hernia is not a diiEcult one. Men have 
been talked to so mnch about the anatomy of 
hernia that they sometimes have an idea that 
hernia is a mystery which they had better not 
meddle with ; and the result is that surgeons, 
when young and getting into practice, are a little 
afraid of strangulated hernia, and a good many 
lives, I believe, are sacrificed because the surgeon 
does not at once cut down upon it and treat it 
as he would any other thing that must be re- 
lieved, the operation being one which can readily 
be done by any qualified surgeon. 

I need not say a word about the anatomy of 
hernia, except to remind you where it comes 
through. An inguinal hernia comes through 
the internal abdominal ring into the canal, and 
out of the external ring. Or, if it is a direct hernia, 
it will burst through the conjoined tendon, and 
and then come out of the external ring. A femoral 
hernia would come through the femoral ring 
(bounded in front by Poupart's ligament, behind by 
the pubes, internally by Gimbemat's ligament, and 
externally by the vein), and then would push 
through the saphenous opening in the fascia 
lata. That is all the anatomy you want. As 
to all those minute subdivisions of fascia, par- 
ticularly the absurd coverings of hernia, they may 

-be forgotten as soon as you like. 

k Then what is the operation ? You li?LNfe Sa 



234 



ON STEANGULATED HERNIA. 



cut down on to tlie sac of the hernia, yon have 
to expose the sac, and probably to open it, bat 
not, perhaps, in every case. In an ingainsl 
hernia, such as this was, yoa want to get down 
to the external abdomitial ring as nearly as yoa 
can, therefore you pick up the skin over the 
ring, making a ridge at right angles to Fonpart's 
ligament, and then transfix it with yonr knife. 




The result is that yoa have an incision about 
a couple of inches long through the fat just 
over the external abdominal ring (Fig. i j)." In 
femoral hernia yoa make yourincision either over 
the sac, or, as I prefer it, on the inner side of 
the sac (Fig. 1 6). A vertical cut in that position 

' Figs, rs and i6 are taken from Fergusson'B iVoctfcal 
Hiirgejy, and Fig. 17 from I.iston's Operalife Surgery, by per* 
mission of Mefsr?. CbnrchilL 
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takes you down at once to the femoral ring. In. 
either case — this is the point I wish to insiBb 
upon — all you have to do is to cut and tear- 
through the tisBues until you come upon the 
sac. In inguinal hernia you will recognise in 
all probability one tissue, and that is the cre- 
master muscle, which you divide upon a director, 
and beneath which, by tearing through a little 




cellular tissue, you will come upon the sac. In 
femoral hernia there la no tissue to be recognised, 
you have merely to cut through the skin and fat, 
and tear a little cellular tissue with \our nail, 
and yon come down upon the sac 

Bat how will you recognise the sac ? The 
eac is a bluish looking membrane which has no 
f^boreBcent vessels upon it , for although these 
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are always described, they do not often > 
You will find if you look at the Bac that it is 
transparent, and you can generally see through 
it the bowel, and often some fluid, and it is noti 
gliatening. Remember once for all that th* 
outside of the peritoneum, although it may loob 
a little shining in the wet which ia sponged off 
it, is not glistening in the same sense as the 
inner surface of the peritoneum. Having eat 
down upon this blue membrane, which i 
great guide, you have only to tear the tissues i 
little round it, and isolate the sac sufficiently t 
make sure that you have reached it. 

Now comes the question, which used to havfl 
more importance than it has now, WiU you 
will you not open the sac ? I am not going fc 
detain you with the controversy which raged 
good many years ago as to which was the 1: 
practice. For myself, I think it is much bettei 
in the majority of cases to open the sac. If yon 
are taking, as you ought to take, every reason- 
able antiseptic precaution, having your fingers and 
inati-nments well dipped in carbolic, and sponging 
the part with carbolic lotion as you go on, it i 
much better to open the sac and ascertain thoi 
oughly what the condition of the bowel is. Stil 
if it is a comparatively recent case yon may i 
justified in operating outside the sac. 
case you would divide the stricture \vith a hera 
knife, wherever you find it. In the inguinal 
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region you cut upwards, to be parallel to the 
epigastric artery ; in the femoral region you cut 
inwards, in order to divide Gimbemat's ligament. 
Supposing that after dividing the stricture as 
far as you can outside, you still cannot return the 
bowel, the fact being that the constriction is 
more or less in the neck of the sac. Then of 
course it is a case for opening the sac, and that 
is the critical part of the operation. In the great 
majority of cases, fortunately for the surgeon, 
there is a little fluid in the sac ; therefore, when 
he picks up the sac and nicks it against the 
forceps with his scalpel, the moment he has 
divided the sac out comes a little fluid, which is 
a great protection to the bowel within. But 
every now and then, in quite exceptional cases, 
there is no fluid, and the sac may possibly be 
adherent to the bowel within. Under those cir- 
cumstances it is exceedingly difficult to distinguish 
and separate the sac from the bowel, and I can 
conceive that it might be possible to open the 
bowel inadvertently. Still, with care, I think 
that should not occur, and practically it does not 
occur. Then, having made a little nick into the 
sac, you must open it on a director sufficiently to 
pass your finger in. 

It is a very important point not to open the 

sac too largely ; if you do, and if it is a large 

scrotal hernia, out will come two or three coils of 

—intestine, and there vrill be a great difficulty in 
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putting them back, and the expoenre of tlie coils, 
as Bbown in Fig, 17, will be bad for tbe patdent. 
You ought nob to make a larger opening than 
you can conveniently ping with your finger. 
Having got your finger inside, you pass it up 
to the stricture, and you can either ase the nail 
of your finger, if you have a tolerably long one, 
■or, if you prefer it, you may use a flat director, 
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and slip it along your finger until yoa guide it 
beneath the stricture. If it is an inguinal hernia, 
you will slip your hernia-knife along the groove, 
and just divide it upwards ; or if it is a femoral 
hernia, you will turn the knife sideways. A 
very little notch is quite sufficient, anything 
like au incision being quite unnecessary. '^x& . 
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result will be that you will be able to return the 
bowel. 

Now comes the question. Shall you in all cases 
return the bowel as soon as you divide the stric- 
ture ? In the great majority of cases no doubt 
you will. In the case before qs Mr. Pollard did 
so, and then he proceeded to perform a radical 
cure. But there are circumstances which would 
prevent your returning the bowel. You find 
perhaps, when you have opened the sac and es- 
posed the bowel, that it ia simply congested. 
There can be no question about returning that ; 
it is a piece of healthy bowel perfectly glistening 
and smooth, but congested, and no one can hesi- 
tate about retnming it. But suppoaing you have 
something more than that — that it is not merely 
congested, but that it is black, and that the surface 
is not quite smooth — shall you return it or not ? 
The great majority of surgeons would say that 
you should put it back, though I believe jou may 
occasionally leave the bowel down to take its 
chance mth advantage. But supposing it to be 
still worse than that — that it is actually gan- 
grenous, with grey spots upon it, and that there 
is, what I should lay a great deal of stress upon, 
a smell of fecal matt.er. Then there can be no 
question about it ; you have there a sphacelated 
bowel which ia practically dead, and will give 
way if yon return it. Therefore you ought to lay 
open and establish an artificial anus, about 
thich I will say a word presently. 
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What is the effect if you put the bowel backift' 
a damaged condition ? does it do any harm 
Well, that 13 the miaohief. There is no peritonitis 
in the abdomen— Mr. Hutchinson settled that 
question a good many years ago — so long as the 
strangulated hernia is outside it. If you have 
unhappily the opportunity of seeing a patient die 
with an unrelieved strangulated hernia, you will 
find in all probability that there is no general 
peritonitis ; there may be acute peritonitis and 
inflammation, no doubt, in the sac of the hemia, 
but in the cavity of tie abdomen there is none. 
But if you put back a piece of damaged intestine, 
and the patient dies in three or four days, as 
patients are apt to do, with peritonitis, you can 
have no doubt that putting back the piece of 
bowel has set up the peritonitis, and therefore I 
prefer to leave damaged bowel down in the hope 
that if it recovers it will go up apontaneouBly, 
and with the certainty that if it gives way it will 
do 80 outside the peritoneal cavity. 

Let us take a case where the bowel actually 
gives way after it has been returned. Is that 
necessarily fatal ? It certainly is if the ffeces 
get extravasated into the cavity of the abdomen ; 
there can then be but one end of the patient; 
he will have acute peritonitis, lasting forty-eight 
hours or so, and then die. But, fortunately, every 
now and then we find that this occurs: yon put 
back a piece of bowel which you are a little 
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doubtful about ; yon take care to pet it gently 
back a,nd leave it as close to the ring as you can ; 
it forms an adhesion to the margin of the ring, 
and then it gives way, and the result is that you 
have fieces coming out of the wound, and two or 
three days after the operation you have the for- 
mation of what is called a feecal fistula. Now, 
althongh that is very alarming to the friends and 
those who do not understand it, as a matter of 
fact a fiecal fistola occurring in that way is not 
very serious, because it generally gets well of itself ; 
the fasces are poured out of the wound for a few 
days and then gradually diminish and dry up, the 
wound closes, and the patient is as well as ever. 

Many years ago I had the opportunity of 
seeing a specimen — I think it was brought from 
the Middlesex Hospital to the Pathological 
Society — from a patient who had had some years 
before a ffecal fistula, and then happening to die 
in the hospital from something unconnected with 
the hernia, the opportunity was taken to examine 
the parts. They showed that there were very 
firm adhesions of the bowel to the margin of the 
ring, which in the course of years (I think five or 
sis years had elapsed) had become stretched ; 
and so the piece of bowel, although no doubt it 
was at one time bound down firmly to the femoral 
ring, had afterwards become loose, and was as 
freely morable in the abdomen as you would 
^[pect a piece of bowel to be. Clearly under- 
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stand, then, that a faecal fistala is not a very serions 
thing. It is nature's way of relieving a piece of 
damaged bowel But unfortunately you cannot 
always count upon the bowel becoming adherent 
to the margin of the ring before it gives way, 
and under those circumstances the faeces become 
extravasated, and generally a fatal result ensues. 

Then, coming to a further point, suppose that 
we have a strangulated bowel so completely gone 
that we see that it is not justifiable to return it. 
It is offensive to the smell, quite soft, and there 
may be grey spots about it, and you make an 
artificial anus. There seems to be a great diversity 
of opinion as to whether in making an artificial 
anus you should divide the stricture or not. It 
seems to me that you must divide the stricture : 
because, if you do not, I cannot see how the 
faeces are to pass. You must divide it with as 
little disturbance as you can of the parts, then 
lay open the bowel, and leave it alone. Stitching, 
I believe, is quite unnecessary in an ordinary 
case. Of course, if there is a large coil of in- 
testine, it may require to be cut away ; but these 
cases generally occur in femoral hemiae, where 
there is a small knuckle of intestine, and all 
you have to do is to lay it open, and to allow the 
faeces to pass. 

Now, in these days of advanced abdominal 
surgery, you may think that it would be possible, 
after excision of the affected portion, to stitch 
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the bowel together at once, and restore continuity. 
I Bhould not advise you to try it. It is not like 
a case of woand, where you have a healthy 
bowel to deal with. You have a more or lase 
infiamed and softened bowel, and if you were to 
attempt to stitch together the two ends at once, 
you would probably have the stitchea breaking 
out. Then, again, there is this great difficulty, 
that the opening through which you would have 
to draw the bowel 19 so small that it would be 
very difficult to manipulate it. And again, the 
most important point of all is that the condition 
of the patient is one which forbids any prolonged 
operation. 

If the stricture is relieved, as it ought to be, 
the ftecea wDl pass out of the upper end, and 
nothing will find its way into the lower end, and 
that is a condition from which the patient may 
well recover. You know that nowadays we do 
not think so much of haying an artificial anna in 
front ; it is the fashionable way of doing inguinal 
colotomy. But there is this great difierence 
between an accidental artificial anus and colo- 
tomy, that it is small intestine with which we 
concerned, and you can never tell at what 
of the small intestine the accident may 
ooeur ; consequently you may find that semi- 
digested food will come pouring out of the groin, 
and the patient will not be nourished. Under 
Jiioae circumstances, of course, it will be & 
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question, supposing that the patient should get 
over the primary danger of the hernia, of re- 
storing continuity, and it is obvious that what 
you want to do is to get rid of the Speron, or 
spur, which prevents the faeces from passing along 
the lower part of the bowel. We do that by 
putting on a pair of forceps, and nipping the 
piece of bowel. There is a screw arrangement in 
what is called Dupuytren's enterotome ; but it is 
nothing more than a large forceps, which yon 
screw upon the spur until it sloughs away, and 
when it has sloughed away there is of course not 
much difficulty in doing a plastic operation out- 
side, and so getting a restoration of continuity. 



MALISNANT. DISEASES OF THE 
BREAST. 



I HAVE to-day to apeak of malignant diaeases of 
tlie breast, and of course in malignant diseaae 
we nowadays include the sarcomata as well as 
the carcinomata. Until within the last ten or 
twelve years it was hardly recognised that the 
sarcomata formed a group by themaelves, almost 
as malignant in many features as the carcino- 
mata, so that you will find in all bnt the later 
books and lectures on diseases of the breast that 
they are not mentioned as a specific class, but 
clearly they must be included among the malig- 
nant diseases. We do not see them often. I 
show you a photograph of a case of aarcoma o£ 
the breast which we had here a short time ago. 
Some of you may remember a woman with an 
enormous growth, a very large mass of diseaae 
of a soft character, in whom there was no en- 
largement of the glands of the axiWa. TtiaS,\& ». 
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point to which I wish to call yoar attention i 

distinguishing the sarcomata from the carcinff 
mata — I mean as regards the breast — for I do nol 
think that the rule about sarcoma not iiivolvin| 
the lymphatics holds good in every case. 

You probably know that one form of Barconii 
particularly, the melanotic, involves the lym 
phaticB rather than the vessels ; bat as a ciaS 
the sarcomata do not readily involve the lym- 
phatic glands ; certainly in cases of sarcoma t 
the breast yon may be sure that yon will no| 
have the lymphatic glands enlarged. GiveOi 
then, a rapidly growing soft tumonr of thi 
breast, the chances are that if the glands of the 
axilla are not enlarged it is a sarcoiaa. 
makes no difference with regard to the treatment 
but it is important, of course, with regard to tb( 
prognosis. You must remove the growth, hot 
the great misfortune is that the tendency ' 
recur locally is very great. In the photografA 
t&at I show you you see the fourth growthi 
which the poor woman had had removed. She 
had certainly been operated upon twice, and, I 
think, three times by another surgeon, and thffl 
he declined to do a further operation. Th< 
woman came here in a bad condition, with 1 
very large growth, which had already ulcerated 
through the skin, and I thought it quite justifi- 
able to operate once more, I think it is a pity 
To leave an unfortunate woman with a gresi 
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mass of disease protruding immediately below the 
face to end lier days in misery. Of conrpe, 
it may be that you will kill the patient by the 
operation; and I really can hardly say that it is 
to be regretted. But as a rule they do not die ; 
they do remarkably well. If you clear away the 
whole of the soft growth, the wonnd graoulatea 
up tolerably easily, and for some weeks, or per- 
haps months, the patients are relieved from their 
trouble. This was an example of apindle-cell 
sarcoma which had ulcerated through the skin, 
and which must have led to great misery before 
it terminated the patient's life. I do not know 
what the end of the case was, but certainly the 
patient went out of the hospital relieved. 

That is a comparatively rare form of malignant 
disease. The common form, which we see so 
much of in the hospital, is of course the ordinary 
scirrhus. The cases which come to the hospital 
as a rule are well-marked eases of scirrhus, and 
you are sometimes rather surprised that they 
have not been recognised before, and that the 
patients have not been treated earlier. But that 
is too often the case with hospital patients ; they 
go on much longer than they ought to do before 
they apply for relief; and I want to impress upon 

I you, aa practitioners who will see these cases in 
boite the early stage, to observe the importance 
K recognising and treating scirrhus early. 
P Now let us go into the diagnosis of a case of 
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scirrhus before referring to the treatment. A 
woman varying in age from thirty to fifty (about 
forty is the most likely age) has a little lump m 
the breast. It is astonishing how long women 
will go on with a lump in the breast and not 
notice it. In performing their ablutions they 
must necessarily manipulate the breast to a cer- 
tain extent ; still they do not notice that there 
is a lump in the breast until possibly there is a 
slight accidental knock, or something of that 
kind, which calls attention to it, and then they 
always say, I believe with a perfectly good con- 
science, that the lump has followed the blow. 

That is so commonly said that you cannot but 
suppose that sometimes it must be true. I 
believe that a patient with a cancerous diathesis 
will start a cancer upon receiving a blow ; but, 
on the other hand, I am equally sure that there 
are cancerous tumours of the breast which have 
been growing for weeks or months without being 
found out. Sometimes there is a shooting pain 
in it that calls attention to the part, and then it 
is found that there is a little lump. If the lump 
is on the surface of the breast, as it most gene- 
rally is, immediately beneath the otherwise healthy 
skin, in a very few weeks it will produce an 
effect, which we all recognise as so exceedingly 
characteristic — namely, the dimpling of the skin 
when you pinch it up with your finger and 
thumb. But then you must bear in mind that 
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there are oases where scirrhna is not on the sni- 
face of the breast, hut in a, deep part. I was 
particularly strnck with this fact lately when hold- 
ing an examination for the M.B. degree of the 
[JnivBrsity of London. We had a woman there 
for the examination who had undoubted scirrhna 
of the deep portion of the bre^t. I eay un- 
doubted, because she had a number of enlarged 
glands in the axilla, snd I was rather surprised 
that gentlemen, presumably of advanced know- 
ledge, failed entirely to recognise what the case 
was. They could not believe it was scirrhus be- 
cause there was no dimpling of the skin, and of 
course no retraction of the nipple. 

Aa to the retraction of the nipple ; if the growth 
is on the surface of the breast, and just beneath 
the nipple, in a few weeks you will find that the 
nipple is somewhat fixed, and in a few more 
weeks it is drawn in. But if the disease is not 
in the central portion of the breast at all, but on 
the inner or the outer side, then it follows as a 
matter of course that you have no retraction of 
the nipple whatever. Tou have first, then, the 
hardnes3, then the tendency to involve the skin, 
and then the retraction of the nipple. Then, I 
think, I should put the pain next. Now, pain 
in a scirrhous breast is very marked, being of a 
stabbing or lancinating character. Tou need 
not ask whether it is a stabbing pain or not ; 
I the patients will tell you without prompting that 
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it is just as if a knife were being run into them, 
and you cannot have a better definition of a lan- 
cinating pain. 

Given, then, these features, I think you ought 
not to hesitate about pronouncing the case to be 
scirrhus. Of course, the lymphatic glands are 
not always involved, and to wait for the glands 
of the axilla to become involved is to do your 
patient a direct injury ; and it is to be regretted 
that medical men are apt to wait for the involve- 
ment of the glands before making their diagnosis. 
Of course the patient is then so much the worse, 
because not merely have the glands become 
infiltrated with cancer, but no one can tell how 
much further beyond the glands the lymphatics 
may already have become aflFected. If you have 
any doubt about a case, make an incision into it, 
which will at once settle whether it is cancer or 
not. Do not wait and dally with a case, and 
apply belladonna and things of that kind, which 
are all very well for simple tumours, but cannot 
in any way affect the growth of cancer, which all 
the time is making progress and doing the worst 
thing possible for the patient. 

We will presume, then, that you have a case 
which does not involve the glands, and that you 
are going to operate. Shall you remove the 
tumour, or shall you remove the breast ? and if 
you remove the breast, shall you remove also 
the axillary glands ? Now I think that where 
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you have a single ontlying nodule of disease at 
the margin of the breast, it is justifiable to cut 
out that nodule and leave the breast ; but in by 
far the great majority of cases where the mam- 
jnary gland is involved more or less in the central 
portion yon ought to take oat the whole gland. 

You see here the breast I removed last Wed- 
nesday, and you will observe a nodule of scirrhus 
close by the side of the nipple. You will remem- 
ber that this was a case of a somewhat unusual 
character, the nodule being so entirely localised 
and the skin so iirmly bound down to it. Yon 
can see here the hard pear-like appearance of 
Bcirrhns, and yon will see it better if I make a 
fresh section. In a recent specirapn you may 
notice that the surface becomes somewhat concave 
from the contraction of the tissues. In such a 
case I adrise you to remove the entire breast, 
and let me say it is not such a simple thing to 
remove the entire breast as some men suppose. 
I am sure that in many operations the margin of 
the breast ia left, and it is a great mistake to leave 
it. The central mass of the breast with disease 
in it is easily recognised ; but when you get to 
the margin it ia not quite so easy to see it, and 
the operator, if working boldly with a knife, may 
readily cut through the margin of the breast, and 
leave it behind. That is why you will notice in 
ray operations that I always use the fingers a good 
deal after I have first reflected the skin with the 



r 



252 ON MALIGNANT DISEASES OF THE BREAST. 

knife. I usually reflect the skin by a double 
incision, and then with the fingers tear away the 
akin until I fe^l that I have got to the margin of 
the breast. You can with a little practice with 
your finger recognise the edge of the breast, 
which is perfectly regular, and pull it up with a 
nail, and dissect or tear it away from the pectoral 
muscle. There is also auother advantage, that 
we get less ha^morrtt^. You may notice that I 
have seldom to tie or twist more than one or two 
vessels after removal of the breast. 

Now comes the queatJon, Shall yon or shall 
you nob turn all the glands out of the axilla? 
On this point I may say that there has been a 
good deal of discussion of late years. Twenty- 
years ago or more, if the glands in the axillfl 
were enlarged, that was considered to negati' 
an operation. Yon will find that surgeons Ukd 
Mr. Syme and Sir William Fergusson, if they had 
a case of cancer of the breast with enlarged 
glands, declined to operate. We have improve^ 
apon that, because whenever the glands are en- 
larged we do not hesitate to take them away; 
For the last ten or fifteen years all operating 
surgeons have come to the conclusion that it ii 
perfectly easy to turn out these glands from th< 
a.-dlla, and clear out as much as may be necessary 
— in fact, to clear the axilla. 

Bat the question that has been discussed M 
good deal by Mr, Mitchell Banks of Liverpodjl 
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and by other surgeons, is whether in all cases it 
■wonld not be wise to tcm out the whole of the 
glands of the axilla, becanae it is possible that 
they may be involved. I am perfectly certain 
that you may have glands involved and not be 
aware of it ; I mean that it is impossible through 
the skin to be always sure whether there is 
enlargement of the glands or not. Therefore I 
always make a point of putting my finger into 
the axilla and under the pectoral muscle, and 
feeling whether there are or are not any percep- 
tible glands. If there are, I take them away. 
At the same time I do not think it is justifiable 
in a simple case of acLrrhns — a small nodule of 
scirrhua of the breast with no perceptible enlarge- 
ment of the glands of the axilla — to turn out the 
whole contents of the axilla. Mr. Banks thinks 
that it is. He says it is better to kill a few 
patients by an operation of that magnitude than 
to leave a large number of them with possible 
germs of cancer still in the axilla. But I think 
you can make out pretty clearly whether there are 
germs or not, and if there are you ought certainly 
to remove the glands. 

With regard to removing the glands, yon have 
seen me do it many times, because the cases 
which come to the hospital are generally, I regret 
to say, cases in which the glands are already 
involved, and you will have noticed that after 
- making an incision upon the edge of the pectoral 
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muscle, I generally turn out the whole mass of 
the glands with the finger. I think in tiiat way 
you run much less risk of doing harm than yoa 
would by using the knife. K you use the knife 
freely, you are apt to cut more vessels and to get 
considerable hdBmorrhage. At the same time, 
you have to be cautious, because the first thing 
you come upon is the axillary vein, and if you 
tear that it is a rather serious matter. I have 
torn it before now, and had to put two ligatures 
upon it, which is a thing one would rather not 
do. Then, of course, immediately behind the 
vein there is the axillary artery. I do not think 
you could tear the artery in that position., but it 
is possible to tear a branch of it, particularly the 
subscapular artery. You should be carefiil about 
the position of this, and avoid tearing it or tiie 
corresponding vein, which, as I have said, would 
give rise to a good deal of haemorrhage. With 
these precautions, I think you may turn out the 
contents of the axilla, as far as they are diseased, 
with very great advantage to the patient. You 
may have seen me even put my finger up under 
the pectoral muscle, and get the glands out fix)m 
the posterior triangle. There was a case last 
sum.Tner in which I did that. 

You will bear in mind that those glands are 
sometimes enlarged as a consequence of axillary 
disease. Some writers advise that the pectoral 
muscle should be divided ; but I have never found 
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any necessity to do that. I may say, however, 
that I have removed the greater part of the 
pectoral muscle before now, where it has "been 
involved in the cancer. Because you must re- 
member that a cancerous breast tends to form 
adhesions to the pectoral muscle ; and not nnfre- 
quently in lifting np the breast you find that 
some fibres of the superficial portion of the 
pectoral muscle are adherent to it, and then yon 
tear or divide them, and pull *.liem away. But I 
have known cases, particularly cases of solt cancer 
of thebreaat, where the whole of the pectoral muscle 
involved ; and then it is necessary, if yon 
to do anything at all, to cut the muscle away, 
which makes it a serious operation, attended with 
very considerable risk, and it should only be 
undertaken in extreme circumstances, where 
there is a large mass of disease which is fungat- 
ing or tending to fungate, and which you are 
obliged to remove as a temporary relief for the 
patient. Those cases are reheved for the time, 
but I have never knonn one that lived many 
months after such a serious operation. 

So much, then, for the proceeding with regard 
to the removal of the breast. I ought perhaps, 
in speaking of the operation, to have made some 
remark with regard to the incision. The ordinary 
incision which I suppose most surgeons make is 
the double elliptical incision, following pretty 
xlosely the fibres of the pectoralis. Mr, Beck, 
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however, has used another incision, which jou 
will find mentioned in Mr. Erich sen 'a hook. 
Here the elliptical incisions surrounding the 
nipple are carried across the pectoral to meet 
another goinjf straight up into the axilla. There 
is no donht that this incision gives better drainage, 
and it is because I have been dissatisfied with 
the drainage afforded by the elliptical incisions, 
that you may have noticed latterly in my cases I 
have put the drainage-tube not into the wound at 
all, but through the posterior flap. I think either 
way — putting the tube through the posterior 
flap or using Mr. Beck's incision — is better than 
the old method. If you have the elliptical 
incisions, and the drainage-tube is put in the 
usual way at the top, it is difficult to make the 
patient lie down sufficiently to cause the fluid to 
gravitate from that part. Theoretically it is 
very well ; the patient is supposed to be perfecl 
flat in bed, and then no doubt the drainage-tui 
would work ; but practically we know that 
patient is supported with pillows, and it is diffici 
to get thorough drainage. If you put the tul 
through the posterior flap you can have efficiei 
drainage, or if you put it, aa Mr. Beck does, 
the end of the incision, you have a large amoi 
draining both from the axilla and from that 
tion of the wound. 

Of course there may be other incisions. It 
absurd to suppose that you can remove evei 
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Isreast by the same incision. If tlie skin is in- 
volvpd at any particular part you must meet tliat 
by surrounding it with an incision. Many times 
before now I have made a vertical incision, sur- 
rounding the nipple and inclnding the akin which 
■happened to be attached above or below the nipple 
in the central portion of the breast. A surgeon 
■must be prepared to modify hia incisions according 
to circumstances, bo as to make quite sure that 
he gets rid of the whole of the disease. The great 
point is that the whole of the breast should be 
removed, and all the glands, so far as they 
■can possibly be reached ; because I may remind 
you that there are glands which you cannot reach. 
If you have cases of canctr of the inner aide of 
the breast, the chances are that the glands in the 
mediastinum are already diseased. You cannot 
Tielp that ; it relieves the patient, and it certainly 
■does good, to remove the breast, but unfortunately 
in these cases too often recurrence tahi's place in 
the lymphatics of the mediastinum, and the patient 
dies from that cause. 

With regard to the healing of the wound, we 
always aim, of coarse, at immediate union, 
Everybody ia pleased when the parts unite by 
first intention, and the patient gets well and is 
out of the hospital in perhaps a fortnight. I am 
not sure, however, that this is always the best 
thing ultimately for the patient, and for this 
^.rtteaaon — one too often finds in those cases which 
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do so well little nodales of disease springing 
soon afterwards. 

I have been much disappointed in some of ray 
canes whicli have done admirably, the patients 
leaving in a fortnight quite well, to find within 
three months little nodules of cancer springing up 
here and there, not necessarily in the cicatrix, and 
therefore not showing that anything had been 
left behind, but springing up in diiferent posi- 
tions. 

I am not at all sure, though I do not lay it 
down, but merely express an idea passing in my 
mind, whether many of these cases would not do 
better if we let the wound suppurate, and there- 
fore possibly allowed all these little bits of dis- 
eased tissue to be thrown off in the discharges. 
I believe that some of these cases of suppurating 
wounds after removal do better in the end than 
the very pretty cases of immediate primary union. 

Then supposing that the patient recovers from 
the operation, for the risk is not great, though 
of course if yoii have to remove the axillary 
glands it is increased, what are the prospects in 
regard to recurrence ? Mr. Morrant Baker some 
years ago collected a number of statistics from 
Sir James Paget's practice, and those statistics 
give fourteen months as the average date of 
return in scirrhua, and seven months in medullary 
disease. It is notorious that medullary cancer 
of the breast is more rapid than scirrhus, botlb 
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regards primary growth and as regards 
recurrence. This is a point of very great im- 
portance, because naturally the patient and her 
friends before the operation often say to yon, 
" Wiat are the chances for this patient? If we 
go to the expense, trouble, and anxiety of an 
operation, what can you promise ?" Well, you 
cannot pnyinise- anything. Anybody who hoida 
out a prospect to the patient of absolute cure 
in a case of cancer ia behaving very unfairly 
to her. All that you can say is that you may 
hope for about two years, on the average, of 
complete relief. You cannot promise or hope 
for more. Mr. Baker's statistics give fourteen 
months, but I think we may take it a little 
longer for the average run of cases if l^ey are 
taken pretty early. 

Then, unfortunately, there may be nodules 
forming in the cicatrix or in the neighbourhood ; 
there may be a re- development which may admit 
of further operative interference ; there may be 
enlargement of the glands, if the glands have 
not been already removed ; still it does not 
follow that the patient cannot be relieved even 
then. I have operated twice or three times in 
cases of scirrhus. Only the other day I ope- 
rated upon a lady for the third time. There was 
large nodule which had sprung up in the 
latrix beginning to ulcerate, and I was afraid 
it if I did not remove it it would give con- 
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siderable trouble. Every now and then, indeed, 
you are fortunate enough to find a case whicli 
goes on very much longer ; the patients live for 
many years afterwards, and you really seem to 
have eradicated the disease, but yon cannot tell 
beforehand which those cases will be. 

Then let us take the prospects for a patient 
as regards the whole history of the case. In 
the first place let me quote Sir Astley Cooper's 
views with regard to that point. He gave, as 
the result of his experience, two years for the 
full development of cancer of the breast, and 
from six months to two years more as the limit 
of a patient's life. I think he is quite right 
with regard to the two years for the develop- 
ment of cancer in the breast, but I think that 
the period of from six months to two years is 
rather low with regard to the limit of the 
patient's life, because, although you may have 
recurrence in a cicatrix or elsewhere, those 
patients do not necessarily die ; they live on for 
some months, although there may be a certain 
amount of suffering from the disease. 

Mr. Sibley many years ago investigated the 
statistics of the cancer wards of the Middlesex 
Hospital, and let me say that the cancer wards 
of the Middlesex Hospital differ from ordinary 
wards in the fact that the patients admitted with 
cancer are kept there till they die. Mr. Sibley's 
statistics gave fifty -three months as the average 
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of life wlien the primary disease is removet!, 
and only thirty-two months when the case 
is left to nature. That is a very important 
point. You are asked by the patient, and par- 
ticularly by the friends, " Will the operation 
pi-olong the woman's life ?" I think it will. 
Yon may say that, provided the first risk of the 
operation is got over, the patient's life will cer- 
tainly be prolonged, and the statistics I have 
mentioned go to show that this is the case. 
But those statistics are statistics of all 
cases of cancer taken together. Mr. Baker's 
statistics, to which I before alluded, separate 
acirrhna from medullary cancer, which of course 
is rather important, because they are different 
groups of cases, and they show that when a case 
of scirrhns is left alone the average duration of 
life is forty-three months, and when it is ope- 
rated upon fifty-five months ; and that in the case 
of medullary disease when left alone the average 
life is twenty months, and when operated upon 
forty-four months, so that the gain is very con- 
siderable. If surgeons, too, would only be im- 
pressed very strongly with what I said at the 
beginning of the lecture, that cases should be 
taken early and operated upon before the glanda 
are affected, I believe we should have even better 
1 are here recorded. 

, have not the fear of operations 
1 to have, because nowadays, what 
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witb ascesthetics and antiseptics, patients have M 
very little Buffering that they hardly seem ' 
appreciate snidery as they ought to do ; 
when it comes to a qnestion of signing a piefl 
of grey paper they sometiraes seem to thinj 
that they have not had enough for th^ 
money. 

Medullary disease, of which we have not 1 
a case lately, is of course the most rapid forfl 
of disease in the breast, and it is also the ] 
serious for the patient. It is one in which yos 
find the skin becoming rapidly implicated aid 
the glands in the axilla extensively inyolvefl 
That is what distinguishes it mainly from case 
of sarcoma. Given then a case of medullar 
disease where the skin becomes rapidly brawnw 
and where, if you do not interfere, it gives v 
you will have a large fun gating mass, wbi<^ 
constitutes the fuiiifuit hmmcdodes of the oldei 
authors. It is a thing that yon hardly ever 5 
now, because both surgeons and patients do not 
allow cases to go to that extent, but that is v 
would happen if the case were not soon relieved.J 
It is because of this tendency to fungate that ] 
strongly advise an operation 
although you know that you cannot save tha"! 
patient's life, but you can get rid of the mas! 
fungating, offensive, discharging disease, whichB 
will make the patient's remaining weeks of lifM 
veiy 
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In a case of that kind you should operate freely, 
and clear away the whole of the akin that is in- 
volved. There, again, modem surgery allows us 
to take liberties, because by the lead plates of Sir 
Joseph Lister you can draw the skin together and 
transplant a flap when necessary, or if there is an 
open wound its granulation can be aided by graft- 
ing portions of healthy cuticle. In these cases 
always take away the glands, because they are 
infiltrated. And there is this peculiarity with 
regard to certain of these medullary cases, that 
it is not merely isolated glands, as in scirrhus, that 
are affected. In scirrhos, when you enucleate 
the glands you can see each gland separately ; but 
in the case of medullary cancer the whole mass 
of tissue is infiltrated by disease, and you have 
really to clear out glands, cellular tissue and all, 
and expose the axillary vessels very freely, and that 
of course is one of the dangers of the operation. 



^^o 



WHITLOW 



E clo not, as a rule, admit cases of whitlow 
lEto the wards, but having recently had two casea 
tinder tny care, I take the opportunity of making 
a fi'w remarks upon the subject. I need hardly 
say that it is an important one, as cases of whitlow 
are common and require judicious treatment ; but 
I must remark that I have found with surprise, 
on looking up a few of the surgical authorities, 
the very inadequate and, in some cases, erroneous 
way in which the subject is treated. 

Taking the simplest form of whitlow, or 
paronychia, first ; it is a focalised inflammation of 
the skiu of the finger, of an erythematona or 
erysipelatous character, which is generally due to 
an animal poison, "^'et it is not seen as the 
result of an ordinary post-mortem examination of 
a human body, bat is met with on the hands of 
cooks and poultry-dealers who have to do with 
game which is "high." Some slight prick or 
scratch is sustained, and, a few hours after, the 
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finger begins to tingle and the akin to redden 
withont any great swelling, and this redness or 
erythema ppreada up the finger, and, if not checked, 
np the hand. This is very difl'erent from the 
lymphatic inflammation we are all too femiliar 
with aB following "post-mortem wounds," and 
much leas serious ; for, though it may spread if 
not treated, its tendency is to disappear withont 
any serious harm happening. The treatment is, 
however, simple enough, for nitrate of silver 
cheeks it at ouce if applied as a twenty-grain 
solntion in nitrous etlier, or lightly pencilled all 
over the reddened part and a little beyond with 
the wetted stick of lunar caustic. 

The next in severity is the superficial or sub- 
cataneoua whitlow, found usually about the nail 
or the tip of the finger, but occasionally in other 
parts — due to some slight injury or irritation, 
such as is likely to occur in the hands of nurses 
and honsemaids, who constantly use blacklead 
and soft soap. Here matter rapidly forms, with 
the nsual painful throbbing, but is ordinarily 
quite superficial, and can be readily evacuated 
without the least pain by incising the cuticle, 
which is perfectly insensitive. Occasionally, how- 
ever, when a foreign body has found its way 
beneath the nail, the matter forms there, and 
j^ives rise to excruciating agony from the tension 
beneath unyielding stractnrea. Judicions cutting 
^way of the nail will relieve this if near the 
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margin, but if near the base it is much better tl 
pare down the nail with a sharp knife till th( 
mutter is let out, than to resort to the unnecessar] 
ci'uelty of removing the entire nail. 

The third kind of whitlow is really an acab 
necroaiB of the terminal phalanx, following peri 
osritia and sDppiiration heneath the periosteal 
just as it does in the case of a long bone. A vei 
alight injury may set it up — the mere prick of i 
needle or pin, which is forgotten before the mi* 
chief shows itself. After Bome hours' uneasinea( 
with slight swelling of the terminal phalanx, tbf 
pain becomes acute and throbbing, and entirel] 
prevents the patient's sleeping. If timely relia 
be not given, matter will very slowly make its way 
to the surface of the finger, but never up tie 
sheath of the tendons, and, when discharged, 
will leave the greater part of the phalanx bare 
and dead behind it. A timely and free incision 
is the only mode of saving the phalanx, and can- 
not be resorted to too early, for, if no matter be 
present, the inflamed periosteum will still be 
divided with great relief to suffering. The finger 
should be held firmly on a table, and the surgeon, 
entering bis knife just above the transverse inter- 
phalangeal mark in the skin, should cut boldly 
down to the bone in its whole length from base 
to apex. 

When, as so often happens, these cases have 
been treated domestically with " soap- and- so gar " 
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and poulticing until the end of bhe finger is 
riddled with sinuses, there is nothing to be done 
except to extract the necrosed phalanx as soon as 
it is loose, and to bring the finger into shape by 
careful water-dressing applied in stripe, as in the 
woman lately in my wards. In the great ma- 
jority of cases, the base of the phalanx (which, I 
may remind you, is its epiphysis) survives the 
mischief; and this is important, becanse it gives 
attachment both to the tendon of the deep flexor 
and also to the sheath of the tendons ; but, even 
when it necroses, the sheath escapes, and matter 
does not find its way along it. The phalanx 
being gone, the soft tissues contract, and the nail 
feecomes oODsiderably incurved, leaving a some- 
what shortened but very useful finger. 

Then we have inflammation of the akin and 
subcutaneous tissues in any part of the finger, 
and this may lead (as in the boy in Xo. i Ward 
last week) to the true thecal abscess, or to 
necrosis of any one of the phalanges. Originating 
often in some slight puncture or poisoned wound, 
the inflammation is very acute, and the tension 
and pain severe. Leeching may be of service in 
the early stage of the disorder, but, if it is not 
shortly arrested, incisions will be necessary; and 
it is here that mistakes are often made. The 
incisions, whether made along the centre or the 
sides of the finger, ought not to open the theca or 
■lilieath of the tendons, for if the sheath is opened 
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in this position the tendons invariftbljr slongh, and 
the patient is left with a stifiE finger. For ttuB 
reason, incisions on each side of the finger are 
safer than one in the centre, that may nnawares 
let out the tendons, which will look perfectly 
healthy at the moment, bnt soon become sodden 
and softened. 

In the patient I showed yon last week I found 
that, notwithstanding an incision which had tem- 
porarily relieved him, matter had formed in the 
sheath and had found its way into the palm. 
This was shown by the tension both of the palmar 
and of the dorsal surfaces of the hand — the 
latter being a very important guide in the dia- 
gnosis ; and I proceeded to evacuate the matter 
by making an incision through the palmar fascia, 
over the head of the metacarpal bone. You will 
remember that the superficial palmar arch never 
comes farther forwards than the middle one of 
the three creases or " lines" found in the akin of 
the palm ; and that the digital arteries arising 
from it, in the spaces between the flexor tendons, 
bifurcate some half-inch from the webs of the 
fingers. There is plenty of room, then, for a 
sufiiciently free incision in the centre of any of 
the fingers below the transverse crease which 
marks off the finger from the palm, or, as I 
have said, over the head of the metacarpal bone. 
Matter flowed as soon as I had introduced my 
knife through the palmar fascia, and I enlarged 
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my incision towards the wi-iat, upon a director, to 
the extent of nearly an inch, without seeing any- 
thing of the flexor tendons. The result has been 
that the boy has gone out in a week with a per- 
fectly useful finger, whereas, if I had opened the 
theca and exposed the tendons, they would now 
be separating, and the finger would certainly 
become useless. 

The synovial sheaths of the flexor tendons o£ 
the thumb and little finger are often, though not 
always, in direct communication with the synovial 
membrane of the annular ligament of the wrist, 
and hence matter is rapidly conducted iu this way 
up to and, if not relieved, into the forearm. 

As regards removal of a finger, a great deal 
will depend upon which finger it is. The fore- 
tingeron the right hand is so important for hold- 
ing the pen, that even a stifi' forefinger is better 
than none. The middle and ring fingers are, 
however, comparatively unimportant, and if stitt 
are apt to get in the way and become an encum- 
brance. The little finger is seldom affected by 
whitlow, and will not materially affect the use- 
fulness of the hand if stiff. As regards the thumb, 
too much care and trouble cannot be expended 
upon its preservation. If the terminal phalanx 
is necrosed, it can be extracted as in the other 
digits ; and if the first phalanx, or even the meta- 
carpal bone, is necrosed, either may be extracted, 
id leave a shortened but very useful thumb. 
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In severe weather, such as we hare been having 
lately, aore throats mast be extremely commoii. 
I therefore take the opportanity of saying a f( 
words to you upoQ the subject. 

The coinmonest form of sore throat is 
catarrhal pharyngitis — that is to say, a perscm 
who has, perhaps, a delicate throat, being exposed 
to cold, finds that he has some little diMcnlty in 
swallowing and a little pain in the throat. On 
looking into snch a throat as that, you will see 
that there is a general injection of the mncons 
membrane, and not much else. It is a simple 
matter, which will get well under ordinary treat- 
ment; by which I mean gargling with hot milk 
and water, applying a poultice round the neck, 
and perhaps taking a purge, if it ia required. 
The only thing that I would aay with regard to 
this simple matter is that yon should be careful 
with regard to the question of tlif possibility of 
its being an infectious sore throat. I mean it 
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may possibly bu the beginning of scarlet fever or 
ol diphtheria. I need hardly point out how 
essential it is that you, as practitioners in families, 
should take every precaution to avoid any possi- 
bility of error, and to isolate immediately any 
child whom you suspect evt'n to be sickening of 
either of those diseases. 

Then next in frequency to this simple pharyng- 
itis I wonld put acute tonatJlitis, or qninsy. 
You find that the patient, more often a female 
than a male, and a yonng person, usually, of 
delicate habit, has been exposed to cold and 
finds difficulty in swallowing and in speaking. 
The thickness of the voice is very characteristic, 
and when you have once heard it you will recog- 
nise it directly. That patient, you will say to 
yourself, has got inflammation about the tonsil, 
and now, on looking into the throat, you see at 
once that the tonsil is considerably enlarged, the 
fauces are injected, but the thing that imme- 
diately strikes you is that the palate is pushed 
forward by the large tonsil behind it. Here let 
me remind you a littlo of the anatomy of the 
part — viz., that the tonsil in health is situated 
between the anterior and posterior pillars of the 
fauces, and that ordinarily ^^'f^' see only a small 
portion of the tonsil projecting towards the 
middle 5ine. Now, when the tonsil becomes 
inflamed, the whole of the organ becomes en- 
larged and forms a projection behind the soft 
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palate, pushing forward the latter, which is some- 
what red and discoloured. You find in these cases 
that the patients have great difficulty in swallow- 
ing, and a good deal of pain, often extending up 
the Eustachian tubes to the ears, and the con- 
secjuence is that they endeavour to avoid swallow- 
ing as much as possible, even the saliva, which 
they hawk up with considerable . difficulty, and 
that they find great difficulty in taking food. It 
is very important to bear this in mind, because 
these patients require food and nourishment, and 
unless you are careful to support them by 
properly prepared liquid food, you may find them 
running down and getting into a very dangerous 
condition. Now, in the early stage of acute 
tonsillitis — if seen in time — I have great faith in 
the administration of an emetic — I mean some 
warm mustard and water. It is very remarkable 
what an effect that has in producing revulsion 
and stopping the iuflammatory action about the 
tonsil ; but, unfortunately, one does not often see 
the patient early enough. The inflammation has 
got beyond the stage at which the emetic could 
stop it, and you have therefore to treat the dis- 
ease as you find it. 

In acute tonsillitis there can be no question 
about the propriety of warm treatment — hot 
applications inside and hot poultices outside. 
With regard to medicine, I believe the best 
you can give the patient to be belladonna in 



ON SOKE THEOAT. 273 

repeated doses, and I should give di-op dos^s of 
the tincture of this drug every hour, and should 
also apply belladonna externally beneath the 
poultice, which gives great relief to the painful 
swelling. I£, however, the inflammation does 
not subside within twenty-four hours, you may 
be cjuite sure that an abacesa will form. 

I want to say a word as to the place at 
which that abscess should be opened. No doubt 
patients have lost their lives before now from an 
abscess in quinsy suffocating them: and, again, 
there are plenty of cases on record where, at the 
last gasp, as it were, the abscess has burst, and 
the patient has been immediately relieved and 
got well. But the surgeon can do a great deal 
to relieve by a judicious puncture at the proper 
place and in the proper manner — that is, by 
making his puncture with a guarded bistoury 
through the soft palate into the tonsil. Do not 
try to get round the anterior pillar of the fauces, 
because, if you do, you will have your knife in an 
oblique direction, somewhat dangerous, perhaps, 
for the carotid artery; but take my advice, and 
go straight back through the soft palate, and I 
will undertake to say that no effort on your part 
can possibly bring the knife into any relation at 
all with the carotid vessels. Of course, it is 
difficult to be quite sure in all cases that matter 
has formed, and it may be that on making your 
puncture into the tonsil through the soft palate 
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nothing but blood escapes. So mncli the better 
for the patient. The puncture will relieve the 
congestion ; it may possibly save the formation 
of an abscess ; or if it should happen that ai) 
abscess forms later, the matter will be able to 
find its way out perfectly easily through the 
puncture you have already made. But in a good 
many cases you will find tbe matter already there, 
if you will make the puncture, as I say, through 
thf> soft palate, and by cutting a little upward 
open the upper part of the tonsil. As soon as 
the abscess is opened the patient ia relieved. 
He can swallow, he can speak, he begins to take 
food well, and very soon will convalesce. 

Now, the third kind of acate inflammation of 
the throat to which I will call your attention is 
the most dangerous of the three. It is acute 
cedema of the pharynx, which tends to spread 
doivn to the larynx, making it so dangerous to 
the life of the patient. You will find that s 
patient is ill, is hoarse, and when you look into 
the throat you see not very many signs of inflam- 
mation, but a genera! cedematous condition of 
the parts : the uvula is twice its proper size ; the 
pillars of the fauces are considerably swollen ; 
and if you put your finger in, you vrill probably 
feel that tbe tissues about the epiglottis also are 
considerably swollen. The danger of these cases 
is that the cedema may so involve the upper part 
of and extend down into the larj-nx, that 1 
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patient's breathing may become very much em- 
barraaaed, and, if not promptly relieved, may 
cause Mm to lose his life. When you are called 
in to a case of that kind there ia very little diffi- 
culty in recognising it, if the diaease haa already 
involved the air-paasages, because the breathing 
of the patient ia so very characteriatic. The 
stridor, the noiae which the patient makes in the 
drawing in and ont of his breath, is so character- 
istic that you can very often recognise it, in fact, 
before you get into the room. Now, a case of 
that kind is of the most urgent description. Yon 
must remain with that patient until you have 
relieved him, and the best way to do this will be 
to make some punctures with a sharp bistoury 
into the cedematoua tissues at the base of the 
tongue. The operation is not a very serious one. 
You protect the blade of your bistoury with a 
piece of lint, and, taking the point of the knife 
nnder your forefinger, pass it well back to the 
epiglottis, puncturing and incising in the neigh- 
bonrhood of the epiglottis and back of the tongne, 
and so giving very great relief to the patient. 
Some little blood comes away and a good deal of 
serum, and then, by assiduous hot gargling, very 
probably the patient is permanently relieved. 

Of course, a case of this kind may at once be 
relieved and get well ; but you mnst be prepared 
for a more serious proceeding if it should be 
oeceasary, and, as these cases generally get worse 
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towards night, yon should make a point of 
them in the evening, and be prepared if ueoi 
to do laryngotomy, I say laryngotomy advisedly' 
rather than tracheotomy, for this reason : the 
cedema never extends, below the vocal cords, and 
if you do laryngotomy, yon are, of course, cot 
pletely below the vocal cords, and give yot 
patient efficient relief, and with very little risi 
Tracheotomy, of course, is a pei-fectly juatifiabl 
proceeding, and if you have got assistance haa( 
and all your necessary instruments, I should n 
object to your doing tracheotomy if for any 
you preferred it ; but I am supposing a yonn 
surgeon who is away from all assistance, who hi 
to act on his own authority, and I strongly n 
commend him to do laryngotomy rather tha 
tracheotomy. When laryngotomy is done, ( 
course the onliuary laryngotomy- tube should fc 
inserted ; but if you have not got a laryngotomy 
tube, a small tracheotomy-tube will answer eve 
purpose ; and even in the absence of all tubes, 
is quite possible to keep the wound snfficientl; 
open with a pair of scissors, or even witl 
safety-pin. In that way you may keep open 
wound until yon have had time to procure 
ordinary tube, and the probability is that at th 
end of forty-eight hours all tedema will hai 
subsided, the tube can be removed, and tl 
patient will get perfectly well, 

TLese, then, are the ftitee fo-naa of acute 
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i.hroat to which I wished to direct your attention. 
Let me say, now, a few words with regard to the 
more chronic forms of sore throat ; and first witli 
regard to that form which we know so well in 
hospitals as " hospital sore throat," I mean 
when a resident in the hospita,l, being necessarily 
exposed to bad air and hospital influences, finds 
that his throat is sore, that he cannot swallow 
quite comfortably, that he has lost his appetite, 
and that he is feeling generally ill. When yon 
look into a throat of that kind, you see a genera) 
congestion of the parts, which, of course, it is 
important should be relieved as soon as possible. 
Now, for that kind of sore throat, which yon may 
meet with also in private honaea as the result 
very often of some bad air from drains, I know 
of no better local application than snlphnroua 
acid and glycerine, in equal parts, which, painted 
freely on the fauces, will give immense relief. 
At the same time, the patient should be taken 
out of the evil influences from which he is suffer- 
ing ; should be sent into the fresh air, should 
have plenty of nourishing food and some wine, 
nnd he will very soon get well. Those are cases 
which recover most satisfactorily if the patient ia 
put under proper hygienic conditions. 

You may, however, have a patient come to yon 
with sore throat which is due to a verj' different 
cause from that I have mentioned, A yoang 
taaii comes to rou simply because ^Aa tiato^ Ss. 
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Bore, but when you look into it you see at once i 
very characterigtic appearance on the tonsil, ^ 
grey excavated ulcer, which is always the resd!! 
o£ secondary^ syphilis. Then, again, yon 
meet with this in a married woman, who has n 
the least suspicion that she has got diseu 
&om her husband, and I need hardly say hoit 
cautious you should be in giving the slighte 
hint which may lead to domestic unhappinea 
and be a breach of professional confidence. These 
cases of secondary syphilis, of coarse, are simply 
symptomatic of the syphilitic poison which is 
already in the patient's blood. It is no business 
of yours to find out very particularly how the 
poison got there ; it is quite, sufficient that yea. 
recognise a secondary syphilitic thi'oat, uid yM 
proceed to treat it by treating the syphilis s 
also by treating the throat. The bichloride < 
mercury is, no doubt, the best remedy which c 
be given for secondary syphilis, and, as regard 
the throat, you may brush it over with anji 
stimulating application. Perhaps a mercuri 
pargle is one of the best applications, a bichloride 
of mercuiy gargle, say one of a quarter of a grai 
to the ounce, with a little honey ; and you let t 
patient gargle hia throat two or three times i 
day with that until the ulceration ia healed. 

But there ia another form of sore throat whiol 
you may see both in adults, and occasionalla 
in children. I mean where you have tertiaij 
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or congenital syphilis affecting the palate and 
pharj'nx. Now, whenever you see ulceration of 
the back of the phai-ynx, always suspect that it 
ia of syphilitic origin. In the great majority of 
cases you will be right. Patients who have no 
other symptoms whatever of syphilia have this 
tertiary ulceration of a peculiar serpiginoua 
character, affecting the palate and pharynx, and 
children who have inherited congenital syphilis 
from their parents have the same kind of affection. 
Those are all cases which can be very well treated 
by iodide of potassium internally, and by local 
insufflation of iodoform, or, perhaps better, iodol 
combined with borax. The formula I generally 
nae is one part of iodol to seven of borax, and I 
find that this blown into the throat is an ex- 
tremely useful and Batisfactor\' application. 

Then, you will have before you from time to 
time cases of chronic tonsillitis, mostly occurriDg 
in children and young people. The appearance 
of a child who has enlarged tonsils is very charac- 
teristic, becaiise he cannot breathe through his 
nose. He sits with his mouth open, which gives 
a peculiar and verj' characteristic heavy or stupid 
appearance to the face. Then, again, you will 
find that in many of these cases there ia a certain 
amount of deafness, due to the involvement of 
the Eustachian tube, and many of these unfor- 
tunate children are thoaght to be very stupid 
when they really are a little deaf I warn you, 



280 OS SOKE THKOAT. 



1 



therefore, that you shonld take care to protect 
these deaf children from being treated as inatten- 
tive, when really the fact is they cannot hear. 

When you look into the throat and see the 
large tonsil, there cannot be a donbt abont 
the nature of the case. The tonsil is two or 
three times its proper hize, and meets its fellow 
in the middle line. Not merely is the tonsil 
enlarged, but yon will notice probably that there 
is a good deal of chronic affection of the whole of 
the mucous membrane of the pharynx and naso- 
pharynx ; there are, in fact, adenoid vegetatioDS 
which extend np into the posterior nares. Now. 
a tonsil, of course, can be treated by various local 
applications, but, after all, the best plan, I believi 
ia, in case of the chronic enlargement, to remc 
a portion of the gland. By far the simpli 
method is to use the ordinary guillotine, by 
means a new instrument, which takes off a con- 
siderable portion of the tonsil, but does not aim 
at remoying the whole. Having got rid of the 
tonsil, you will then proceed to treat the adenoid 
vegetations, which can be scraped away most 
satisfactorily with the finger if you gag your 
patient (and it is hardly safe to deal with a child 
without gagging it) ; then slip yonr finger behind 
the soft palate and np into the pharynx, where 
you will come to a mass of soft tissue filling 
up the posterior nares. With the nail you can 
scrape this away very satisfactorily, and mi 
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3u, I think, than with any instrument. The 
growths being away, the patient will be able 
to blow the nose, and you ean follow up the 
treatment afterwards by introducing a bent bmsh 
behind the soft palate into the naso-pharyns, and 
applying to it glycerine of carbolic acid. That 
applied thoroughly to the nasopharynx prodnceB 
extremely good effects, and the painfulness of the 
application can be completely got over by using a 
little cocaine with it. 

The cases of chronic tonsillitis and adenoid 
disease occur in children of the strumous type, 
and you therefore must also treat the so-called 
struma. Many of them, no doubt, are instances 
of congenital syphilis, shght it may be, but still 
there is the syphilitic taint, and it would be well 
to bear that in mind, and to examine the condition 
of the teeth and to see whether there are any 
eWdencea in the central incisors of the notches, 
producing what are known as Hutchinson's teeth. 
In these cases cod-liver oil is extremely useful ; 
the syrup of the iodide of iron is perhaps still 
better, or any of the ordinary tonics used in child- 
hood may be employed. But, after all, the great 
thing 13 to get those children out into the fresh 
air as much as practicable, and if possible to send 
them to the sea-side. 

Then we come lastly to a form of sore throat 
which has got a name given to it on account of 
the class of persons in whom it most commonly 
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occnra — I mean tlifsp/toma chrinrtim, the i 
throat of the clergy. You will find that you n 
frequently conaulted by young clerics becam 
they enfier from constant hoarseness and 
throat. Now, one reason why they suffer i 
that way is because they have to use their voicesj* 
and they have never been properly taught how to 
speak. If the clergy would learn to use their 
lips and always to speak out to the man at the 
end of the church, the intervening members of 
the congregation would have no difficulty in 
hearing what they say. But if they will apeak, 
as some of them do, in their throats instead of 
enunciating their words with their lips, of course 
they are not heard well, and there is a tendency 
to produce, from the strain upon the throat, a 
congested condition of that part. It is a curious 
thing that you are hardly ever consulted by 
elderly married clergymen for affections of this 
kind. It is in the yuung and unmarried that 
dysphonia clericorum oecnrs, and, for my own 
part, I must confess that I think it is a good 
deal a nervous disease, and that it is connected 
in some way with the sexual organs. ^Vhen a 
man gets married he forgets about his voice and 
settles down to his clerical duties, and has no 
more difficulty; but it is the young and un- 
married curate, who is no doubt often placed 
nnder circumstances of considerable trial, who 
finds that his voice is breaking down and that he 
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is, consequently, obliged to throw up work and 
to seek medical advice, I am not at all an 
advocate of early man-iages for the clergy, but 
atill I am quite Biire that a good many of these 
sore throats are cured, so to apeak, by matrimony. 
When he comes to you for advice, the first 
thing I should strongly urge you to do is to 
advise the clergyman to use his lips. If he will 
use his iipB, as I said before, he will save his 
voice; and theu, in addition to that, you may 
very well give him a spray to use. Before he 
goes on dnty, before he goes into the pulpit, he 
should spray his throat ; and, perhaps, one of the 
simplest and best sprays is a spray of sulphate of 
zinc, two grains to the ounce, which is perfectly 
harmless, and which I have known to be ex- 
tremely naeful. Then, again, he may do good 
by sucking a lozenge occaaionaJly. Perhaps one 
of the best is a tablet made of one grain of 
chlorate of soda and three grains of borax. This 
is made into a tablet, and can be sucked slowly, 
and certainly gives the patient relief. In that 
way the case is to be met, and also by giving a 
tonic where it ia required ; but, as I said before, 
it is a troublesome complaint of young men, which, 
fortunately, tends to wear itself out. 
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1 WANT to bring before you to-day a case of 
disease of bone which is very important, and 
particularly to you who are soon going into 
practice, because you may at any time meet 
witli a similar case, and I am sorry to say that 
such cases are very often misunderstood, and 
therefore not properly treated. I refer to a case 
of acute periostitis of the tibia, or periostitis of a 
long bone, leading, as it generally does, to necrosis 
of that bone. I will now read the notes of the 
case — it is that of a boy on whom I operated last 
Wednesday — and then makiB some general obser- 
vations upon the disease itself, and upon this par- 
ticular example. 

The boy's name is F. F., a3t. lo, and the his- 
tory of the case is this — "On the 4th of April, 
wliile he was minding some cows, one of them 
kicked him on the knee. He did not feel much 
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of it until the next day. when lie walked honje 
quite iame, and the leg began to swell. He was 
seen by a local doctor, who made an incision on 
the inner surface of the leg rather below the 
middle, but there was no discharge of pu8(?). 
The leg continued to get worse, so that the patient 
was unable to use it, and he was admitted into 
University College Hospital on the 10th of May. 
On admission the right leg was swollen, the lower 
tivo-thirds of the tibia were felt to be enlarged, 
and just below the middle of the inner surface was 
a siuua in the centre of a cicatrix, and through 
this rough boue was felt above and below the 
sinus. Below the einiis was a soft flnctuatiug 
:<welling, and the skin was a little discoloured. 
Below the knee there were some cieatricea. The 
patient kept his knee flexed at right angles, but 
it was easily straightened." It was not noted, as 
it ought to have been, that there was a decided 
ilet'orraity of the leg, and the reason for this we 
found afterwards to be that there was a se]jaration 
of the upper epiphysis from the shaft. The de- 
formity was quite visible, but I did not know 
exactly the nature of it, for the simple reason that 
I did not care to pal! the boy about until he was 
under chloroform, because it gave him gi'eat pain 
and he cried a good deal. When the boy was in 
the theatre on Wednesday I examined him a little 

r fully than had been practicable before, 
estilt of his comine in Lere was that I 



286 ON SUB-PEBIUSTEAL RESECTION OP TIBIA, 



removed the entire shaft of the tibia which y( 
see in this bottle. I have also here a preparati 
brought from the mnaeum, about which 1 shafl' 
have a word to say presently in illustration of thia 



You see this boy simply had a kick from a cowjl 
I do not know what iort of a kick it was, but o 
would suppose it could not be anything like S 
severe as the kick of a horse, there being no i 
on the hoof. The medical man who wrote to t 
about the case said that he was not called i 
see it nntil some days after the injury, and then 
he found that the miachief had already occurre 
He made the incision which you have recordec 
here, and matter was (according to him) let c 
The accident was on the 4th of April and 1 
operation on the 17th of May, showing thatabora 
six weeks was the period occupied in the ( 
course of the mischief. 

Now what happened in this case I have no donl 
was this. The boy is a fairfy healthy lad, but tl 
effect of the injury was to set up acute periostitia 
He had doubtless inflammation of the periosteum 
with all the sj'mptoms of iuflammation, pain, heat 
redness, and swelling. The swelling never s 
sided, but it went ou in the ordinary coarse t 
effusion beneath the periosteum, between it i 
the bone ; that effusion rapidly became purulent! 
we had pus burrowing up and down the limH 
stripping up the periosteum for a considerate 
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distance, perhaps nob the whole sliaft at that time, 
but gradually extending up the shaft ; and we had 
as the result necrosia. You coiild hardly imagine 
that in a case of this kind the first injury would 
be of sufficient moment to lacerate or damage the 
interior of the bone in any way ; that is hardly con- 
ceivable. The bone waa not broken by the force of 
the blow, therefore we may suppose that all the 
miachief was the result of periosteal inflammation. 
The case was not treated (except domestically) until 
the matter had already formed, and then very pro- 
perly an incision was made, but that incision was 
too late to relievo the tension and prevent necrosis, 
for the bone was in fact already dead. After that 
a certain process of repair took place — limited 
repair — and it was in that condition that the boy 
was admitted here. 

We have Here before us a dried specimen and a 
wax model made from it in the recent condition 
(and the model is in every way better than the 
specimen) of a case of Mr. Marshall's, where he 
found it necessary to amputate the leg, and it 
serves exceedingly well to illustrate all the changes 
that I want briefly to run through. In the first 
place we have the stripping up of the periosteum 
— that of course is not shown here — and the de- 

tstruction of those aub-periosteal layers of cells 
from which bone is formed. Thia boy being a 
growing lad there wonld be a rapid growth of 
)»ne taking place, and the layer of cells beneath 
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the periosteum would be constantly laying down 
new bone ; but these are destroyed by the inflam- 
mation, and the matter strips up the periosteum. 
Opinions of pathologists differ as to whether it is 
the entire periosteum or only a portion of it ; but 
the result is the same. We have the bone 
thoroughly exposed and dying. You see in the 
specimen I show you some of the dead bone, it 
being in some parts perfectly white. It is one of 
the great characteristics of a necrosed long bone, 
that it looks like a piece of macerated bone. It 
is hard when you tap it, and does not bleed when 
you scrape or scratch it. You remember we saw 
that exceedijigly well exemplified when the boy was 
on the operating table, for I called your atten- 
tion to the white bone standing out between the 
granulations. 

Fortunately, as soon as the mischief is done 
repair begins. The periosteum has very great 
vitality. You can hardly destroy it ; so that al- 
though it is stripped up, still it has the power of 
pouring out osteo-genetic cells, and these cells 
surround the sequestrum and form new bone. 
^'ou see in this museum-specimen the shell of 
new bone which we so commonly find, with an 
opening through which you can put the probe 
and feel the sequestrum inside, the sequestrum 
being of course the. original bone that is dead. 
You see here a quantity of entirely new bone, 
exceedingly vascular, and laid down somewhat 
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irregularly, having at this time the canalicull 
and the lacunte, and later on rpgularly formed 
Haversian systems. But supposing one is able, 
as one generally is in these cases, to get out the 
sequestrum, leaving the shell, then repair goes on. 
We have a filling up of the shell with granula- 
tions, in which new bone is formed, and a cer- 
tain amount of absorption and shaping of the 
bone taking place, and eventually the formation 
of a canal inside, so that sometimes you can hardly 
tell the entirely new formation from the original 
bone on the opposite side. Of course there are 
cicatrices; but in a case that has done well the 
limb is as well made and strong as the other. 

The explanation of the satisfactoiy repair of 
the bone in this specimen is of course that the 
necrosis, as a rule, simply aifects the diaphysis 
or shaft of a long bone. Being from a young 
subject, we have at each end the epiphysis com- 
plete, therefore the knee-joint or ankle-joint would 
not be involved. That is exactly the case in the 
boy of whom I am speaking. He is only ten 
years old, therefore the epiphyses are still sepa- 
rate, and the disease was limited entirely to the 
diaphysis which you see in the bottle. I do not 
know the exact history of the case from which the 
■model was taken, as I did not see it ; but it has 
evidently been a case of acute necrosis with con- 
siderable repair which has been allowed to run the 
■ordinary course, and then, unfortunately, the limb 
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had to be amputated. I do not know why, but I 
presume because the patient's health had so run 
down that Mr. ilarshall did not think it right to 
run the risk of further exhaustion on removing 
the sequestrum. We have in one of these other 
bottlea a capital specimen of a large sequeatruin 
of the tibia, with plenty of new bone all round it, 
which had been removed by amputation at some 
period and placed here for teaching purposes. 
Nowadays we seldom get specimens of this kind, 
because we prefer to cut out the sequestra, leaving 
the shell of new bone. Here, again, is another 
example which shows a very imperfect develop- 
ment of new bone. You see the sequestrum all 
bare and white, and at the lower and upper parts 
you can see new boue, but I do not know '" 
history of the specimen. 

Now let us see what occurred in the case befc 
us. The whole of the shaft of the bone had died, 
and we see that in a very early stage the periosteal 
mischief had extended up the whole of the bone, 
and that both ends of the diaphysis were bathed 
in pua. Could we have left this case to nature 
and have allowed repair to be set up all round it ? 
No doubt we could except for one drawback, 
namely, the excessive pain the child suffered ; and 
there was also the fact that the epiphysis was 
already dislocated at the upper end. Then sup- 
posing I had chosen to leave it, would there have 
been any risk to the child 'i In the first place, 
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there would have been great risk of exhatiation 
from the constant discharge of pus and the pain. 
Then, secondly, there ia another considerable risk 
which one always has to bear in mind, that it is 
the constant suppnration going on, and the effect 
produced by that upon the system generally. 
You all know that form of disease called lar- 
dftceouB disease of the liver and kidneys, which 
aeems to be connected in children with long pro- 
tracted suppuration. I believe we have a speci- 
men of that disease in the child, the Iiead of 
whose femur I removed the same day — the boy in 
No. i "Ward, who, I am sorry to say, is not getting 
on very well. In that case I believe there is 
considerable lardaceoua disease about the bver, 
and possibly about the kidneys, the result of the 
suppuration going on for many months or even 
years,* 

What I did was this. I divided the periosteum, 
and extracted the sequestrum. That sequestrum 
differs much from the ordinary sequestra you may 
see here. I would particularly call your attention 
to this, that down the front of the bone you can 
see perfectly white and dead bone, and quite at 
the back you can see a piece added on to the 
shaft, that ia really a piece of a shell of new bone 
which you see yourselves came away with the 

• A post-mortsm enamiiiBticiii of the cttae of hip diBease 
here referred to cnnllimed the diagnosis ea to tlie e^stence 
' e lardaceoua disease of Che liver. 
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old shaft. This can hardly he called simply a 
sec|uestrnin, because soma of the bone is un- 



doubtedly living ; it 



^ally a removal of the 



tibia, partly dead and partly living, the reason 
for the operation being that it was perfectly 
separated at both ends. Instead of being a case of 
removal of sequestrum, we may mora properly call 
it a case of " sub-periosteal resection." This is aa 
operation that has been a good deal talked about, 
but you do not often see it done. I believe tlial>> 
many cases of so-called sub-periosteal reseeticaiJ 
are nothing more than a pulling out of sequestra 
from a shell of new bone. This really was a case 
of sub-periosteal resection, the soft tissues (for 
you cannot separate on© from the other) being 
tamed back, aud the whole length of the shaft 
being pulled out, bringing away with it some of 
the repairing new bone. 

"What will be the result of the case ? Have I 
in any way spoiled the case by this proceeding ? 
I believe not, I believe I have done the patient 
a great deal of good. Instead of having all 
length of bone with suppuration going on doi 
the shaft of the tibia, he has now got a h _ 
cavity, which you will see when we go round the 
wards ; this large cavity is already beginning to 
gi-anulate, and will fill up rapidly, so that there 
will practically be a new bone formed. Then will 
it be a better bone than one which ho might 
have had if I had waited until the new bone had 
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formed all round, running the risk of certain 
accidents which might have followed, and then 
polled out the sequestrum ? Well, I believe he 
will probably not have so good a limb. That 
point should be clearly understood. My own 
experience on the subject is limited, but I know 
that the experience of other surgeons is that there 
is a tendency in these cases for the limb to 
shorten. That is more particularly the case, of 
ooarae, in a limb with only one hone. If yon 
remove the humerus or the greater part of the 
femur sub-periosteally, you are almost certain 
to have a shortening of the bone by the contrac- 
tion of the muscles round it. In this case, 
fortunately, we have the fibula acting conveniently 
as a kind of splint at the outside ; therefore the 
shortening will not be great. We had a back 
splint ready also to put the limb upon at once 
after the operation, and it will be kept there 
carefully until the bone has become sufficiently 
thick to support the limb ; still I am quite pre- 
pared to find that we shall have a little shortening 
on that side, partly from the shrinking and con- 
traction of the muscles, and partly for the want 
of growth ; for where we have taken out such a 
great piece it stands to reason that the limb will 
not grow, as the growth must be checked to a 
certain extent by operative interference, to say 
nothing of the injury, for injured bones do not 
grow 80 rapidly as the others. There were no 
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luettsiirements made between tlie limbs; it was 
impossible to do so ; but I daresay at the end of 
eix weeks after the accident we might have found 
already some little difference. 

Now suppose, instead of doing that, I had lell 
the seqaestrnm until the new bone had formed 
another shell round it, and then taken it out 
The drawback to that is that you have a great deu 
of trouble in getting out the sequestrum. If yon 
have a shell of new bone half an inch thick, o 
even thicker than that, formed of dense firm bone^ 
it requires a great deal of trouble to open tlu 
shell so as to get the sequestrum out. Some d 
you may remember that last year, in a boy who 
came in with a large sequestrum of his femnr, 1 
had a great deal of trouble in removing it. I had 
to trephine tbe bone, opening up the shell to^ 
great length, and even then I had great didicullj 
in getting the sequestrum out ; it was, howevaij 
got out, and the boy did exceedingly well. 

I think we now understand pretty well the 
present and future of the case. Let ua go back 
for a minute or two and consider the early symp- 
toms and the treatment at that stage. I wants 
particularly to mention these, because you ' 
see cases in their early condition of periostitj 
and commencing necrosis more often in privatci 
practice than you do in hospital ; and the welfan 
of the patient will often depend upon the acut« 
ness of your diagnosis and the treatment yo» 
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adopt early in the case. It happens every now 
and then that one is called in to a case and finds 
that the bone affection has been overlooked. 
The patient has complained possibly of some 
swelling of the limb, which has been put down to 
rheumatism or what not. A child may be sup- 
posed t« have fever because he gets into a low 
typhoid state, and when you are called in at a 
late stage, you find the limb full of matter, and 
on letting it out you find the bone necrosed, which 
is a very serious state of things. I have known 
more than one patient die in that way, in whom 
the disease was overlooked at first. It is there- 
fore very important to recognise it early. In 
eome cases of course there may be a very obscure 
injury, but in the majority of cases in children I 
think there is a history of eome blow on the 
leg. The child may have been previously in 
perfectly good health, or it may have been strumous, 
but really there is no rale about that ; it occurs 
as often in children who have been previously 
healthy as in weaker children. Then there is 
pain, heat, redness, and sweUiug of the limb and 
more or less constitutional disturbance, the child 
does not sleep well, it wakes and cries out, it 
loses its appetite, and it may have rigors on the 
occurrence of suppuration. 

Now take the early stage before suppuration 

has occurred, can you stop it ? I believe you 

r-cau. I believe if you see the case quite early it 
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is possible to stop suppuration occurring, and 
course it is very important to do bo. An e£ 
incision is the great tiling in this case, and 
reason is obvious. In the first place you divide all 
the dense parts over the bone, and you let out the 
blood from the superficial parts and the effusion 
from the deeper parts, that effusion between the 
periosteum and the bone which is likely to do so 
much damage by stripping up the periosteum. 
Yon may of course cut down upon the bone and 
find no pus, but then you must not be dis- 
heartened ; you should never be too prophetic in 
your diagnosis and say there is pus, because the 
best of us may be deceived. There is nothing more 
deceptive than a small quantity of fluid deeply 
beneath the tisanes ; you may diagnc^e it, or you 
may not. But if you cut down upon the bone, mind 
and go right on it ; divide the periosteum freeli 
and firmly, until you feel the knife grating agi 
the bone, and let ont whatever effusion there 
if there is pus you will see it, if there ii 
quantity you may overlook it, but whether thi 
is pus or not that is the right treatment 
relieve the case altogether, or it may not. Yoa' 
may find that the pus is still burrowing, and then 
the question is whether you will open it sti!! 
further. I should strongly recommend you to do 
80. You should make a free incision as far as any 
swelling goes, you cannot do harm by it, and you 
may prevent it going further. The beat thi 
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that can happen is that you should get a superficial 
exfoliation. We have in this bottle specimens 
of a number of little exfoliations from the surface, 
the bone being pushed ofE by the granulations 
behind it. More commonly we get a sequestrum 
formed, either a limited sequestrum or one taking 
in the whole length of the bone. 

Suppose, now, you get the whole bone exposed, 
how long will it take before you can safely pull it 
OQt ? That will depend greatly upon how much 
repair has taken place. In our case we know 
exactly bow long has elapsed, as we have the pre- 
cise dates. It is as nearly as possible six weeks 
between the time of the injury and the removal of 
the bone by sub-periosteal resection, and tliat, I 
believe, is about the average time for a sequestrum 
to separate at each end from the epiphysis. In 
other cases, as in this museum-specimen, it will be 
many months before you get the bone loose, and 
that is really the great difficulty, that we have no 
positive guide to tell us when the bone is loose 
and when you can safely take it out. Some lay 
down the rule, and it is not a bad one, that you 
should not interfere in these cases until the shell 
of new bone has developed enough to support the 
limb. There is some truth in the doctrine, al- 
though it is not universally applicable, because it 
is extremely inconvenient if you get the new bone 
broken. If you pull out the sequestrum and leave 
a. thin shell of bone around, it is possible that that 
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shell may break, and then you will have the ■ 
culty and armoyance of having to treat a frai 
as well as a case of necroBia. I have seen that^ 
occur, and, unfortunately, it leads to bad resolls, 
that is, to amputation of the limb, because the 
patient's strength and the strength of the sar- 
rounding parts, the periosteum and so on, are not 
sufficient to throw out bone enough to repair both 
the fracture and the loss of bone. 

Six weeks, I fake it, is the earliest period af 
which you should interfere, and from that yoii 
may go on to any time you like ; the difficulty, as 
I have said, is to be sure whether the bone is 
loose. It is all very well to say that you can pnt 
in a probe and feel. Theoretically, that is verj- 
easy, but practically, it is very difficult, You will 
easily understand that if a piece of bone is locked 
firmly into new bone yon may poke about wit" 
the probe to any extent ; you may feel the 
bone, and yet you cannot feel whether it ii 
or not. Therefore one has to undertake an 
tion of this kind somewhat in doubt, 
sequestrum is loose, yon can pull it out, if 
you get fairly down to it. Again, you may ma! 
an incision and find it not loose, and you may 
leave it a little longer. You must al! have seen 

I examples of that kind. It is impossible, howevo^ 
skilful you may be, to be sure of your diagnosis Ijfl 
that respect. ^^ 

So much, then, for the treatment. Just Ot^| 
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word in regard to what will happen in the case of 
the patient upBtairs. We have got now a shell of 
new bone more or less complete, opened up in 
the front ; the back is a little spoiled, becanse 
we have brought away with the shaft of bone a 
piece of the shell of new bone ; still, I was quite 
sure when I saw it on the table after the opera- 
tion that there was sufficient new bone to set np 
repair if all went on well. What will happen ia 
this. We shall have granulations springing np 
from the interior of the bone and from the soft 
tissues ; these will gradually fill np the cavity ; 
we shall have bone developed tolerably rapidly 
from the periosteum and the surrounding parts, 
and thus we shall have a new tibia formed. It 
will take many weeks to complete, and you will 
have an opportunity of watching it. If all goes 
on well, I have no doubt it will be complete ; but 
one or two accidente may happen. The epiphyses 
may be involved, and it is not at all impossible 
tliat the child, after lying for some weeks in bed, 
and apparently doing well, may have acute mis- 
chief occurring either in the knee or in the ankle- 
joint. That would be duo to perforation of the 
epiphysis taking place, the epiphysis not being 
very thick, particularly at the lower end. There 
is about a quarter of an inch at the lower end, or 
not 80 much, between the matter of the cavity and 
the ankle-joint ; and it is within the bounds of 
pofifiibility that, notwithstanding all care, some 
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day or other the epiphysis and cartilage may \aM 
perforated, and we may find that mischief at tliBp 
ankle-joint has set in, or the same thing man 
occur above, and then there is nothing to do b 
to amputate the limb. I do not know why pet*^ 
foration should occur more in>this class of c 
No doubt these cases often do well, provided tlif 
patient's health holds out. Of course it will be a 
great strain upon his health at ten years of age to 
make all this new bone, aud we shall therefon 
keep up bis strength as much as possible. Th^ 
there is always the concuiTent possibility 
pyiemia, or of abdominal mischief which 1 
happen in the case. Still, I hope he will do a 
and that, barring the shortening which I ban 
already explained, there will be a good resnlt. 

I must not forget to mention that this sort fi 
treatment is quite modem. It is only within ti% 
last twenty or twenty-five years that this tre 
ment of pulling out the sequestra and leaving 
shell of bone has really come into vogue. Safl 
periosteal resection, if you regard it as a separaU 
operation, is still more recent, and only dates fro 
1857 or 1S58 ; but many of the cases, as I ha^ 
said, are not cases of sub-periosteal resection t 
all, but rather cases of pulling out ordinary ( 
questra, 

Tlien there is another point which I ought to 
mention — I mean treatment by sulphuric acid. I 
mention it because it is one of the last inventions 
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brought forward. There was a child in No. 5 
Ward during the winter session, on whom I tried 
it It was a case of necrosis of the tibia, in which 
I was able to take away some of the bone ; but 
there was a piece of the sequestrum not loose, and 
I thought it would be a good case in which to try 
the siilphcric-acid treatment. I filled up the 
wound with a piece of lint dippeil in sulphnric 
acid, one part of Bulphiirio acid to three or four 
parts of water. It was dressed carefully with 
the acid, but really I did not see that it made 
much difference. The theory is that the acid 
eats into the dead bone, and not into the living ; 
that it destroys the dead bone, and either removes 
it altogether or facilitates the removal afterwards 
by the surgeon. We lost sight of the patient ; 
but during the time she was in the hospital I did 
not see that there WEia much difference between 
her case and ordinary cases. That is all the ex- 
perience of the sulphuric-acid treatment which I 
have had in the hospital, with the exception of 
that case of disease of the ankle-joint (a different 
class of case) which is still under observation, and 
in which I hope to get anchylosis of the joint. I 
do not think very favourably of the aulph uric-acid 
treatment ; but clearly this case of which I have 
spoken to-day was not a case for trying anything 
of the kind. 




We have had id the wards lately a very inter- 
esting case of intestiital obstruction, which yoa 
all, I presume, saw ; and on which some of yon 
had the opportunity last Saturday of seeing me 
perform an operation. We succeeded, ^ yon re- 
member, in finding a piece of bowel twisted and 
bound down by a band. That I divided, and I 
hoped that the patient would be permanently 
relieved by that interference. Unfortunately^ 
however, although she rallied from the operatiodf 
very well and had a good night on Saturday, thfl 
bowels being freely relieved, early on Sunday 
morning, about nine o'clock, she suddenly col- 
lapsed, and died very shortly afterwards. After 
the lecture we will go to the post-mortem theatr 
and see what the condition of the parts ia. 

The patient was an unmarried woman, set. 3 
She was a ahopwoman at one of our lat^e drapen 
establishments; and the history was this: — Shif 
had been perfectly healthy before Whit-Mondan 
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wlien she went into the country to see some 
friends. As far as she could tell she had not 
eaten anything to disagree with her. On Tuesday 
she was as well as usual, and had an action of the 
bowels; but after dinner she had a pain, which 
she described as having been of a twisting cha- 
racter. This came on while she was walking 
across the show-room, at about three o'clock. 
She then had a motion, but the pain was not re- 
lieved. She sat down, and went home rather 
earlier than usual. A little warm brandy and 
water was given to her, which she vomited about 
seven p.m. Then she had some opening medicine, 
which she also brought up. Siie was sick all 
night; and on Wednesday morning they had a 
doctor to see her. He gave her an injection, which 
did not o^jen the bowels, but she passed some 
wind. On Saturday, the 26tli of May, Dr. Einger 
was sent for ; he ordered an enema of castor oil 
and turpentine, and gave her opium. On Sunday 
the sickness had ceased. Dr. Einger saw her 
again, and she was admitted here on the Monday, 
this day week. I did not see her myself until 
the Wednesday, as I was absent at the examina- 
tion at the College of Surgeons. Mr, Beck saw her 
on Monday and Tuesday, and he put her upon 
opium treatment, giving frequent and small doses 
of the drug ; and I found her taking that when I 
sow her on Wednesday. 

I will now read you the account of what her 
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condition was when she was first sent Iiere:— 
" She ia a well-developed young woman, widi 
slightly anxious expression of countenance. Pale, 
with no pinching of the features; tongue dry, 
with slight brown fur; puke regular, and nor- 
mal in size and firmness. Temjrerattire gS'S". 
Belly moderately distended, no pain or t£ 
neaa ; marked tympanitic percnssion in each flank, 
and across the front of the belly ; dnineas over 
the pubes. No tumour to be felt, no hernia, nO' 
pain over the abdominal muscles or down the 
inner side of the thigh. An examination per 
rectum shows the rectnm dilated, bnt no lumps of 
fteces; above the cervix uteri coils of intestine* 
are felt in the pelvis, but no hard masses of any 
kind." I need not trouble you with the daily 
notes of the case, I continued the treatmenll 
which had been judiciously begun, giving opiuoiii 
and endeavouring to pass a long tube. 

The symptoms gradually became more nrgenti 
and the patient began to have 9tercora< 
vomiting. The first notice of stercoraceous vomit' 
ing is on the 30th, and then again upon th< 
3iBt; and on June 1st there is this note : — "Th» 
patient vomited stercoraceous matter again thij 
morning. Mr. Heath gave her another enema c 
warm water, which came away as fast as i' 
injected. He then injected some olive oil, an4 
this also came away nearly as fost as it 
injected; bnt he thinks that a small quantity 
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3 remained." The report on June and — tliafc 
^ Saturday — was tliat on the previoua afternoon, 
htween three and four o'clock, she had vomited 
ree-qnartera of a pint of stercoraceoua matter, 
B was also sick at nine and eleven o'clock at 
ight, at 4 A.M., and ag'ain at 5.30 A.M. ; so that 
^en I visited her on the morning of Jnne 2nd, 
Lfound that there had been five of six distinctly 
i vomitings, following each other at 
tervals of two hours. That showed that the 
ise was too urgent to be left any longer. We 
L hoping all along that we might have 
ifcure producing a cure, as happens not cnfre- 
bently in these cases. Although the cases go 
for some time without any action of the 
jwels, yet owing to some re-arrangement of the 
(dominal contents, perhaps some slipping back 
f a piece of intestine, suddenly the patient be- 
gins to be relieved of the contents of the bowels, 
and a cure succeeds. Still, when you find a patient 
lite this vomiting frequently at intervals of alwnt 
two hours, it is obvious that something must be 
done. 

The operation which I did on Saturday was 
simply this :— I laid open the abdominal wall, about 
three inches bi-Iow the umbilicus, just sufficiently to 
get my hand in. Then I found that the small intes- 
tines were enormously distended ; they were of a 
dark colour, and considerably congested. On draw- 
^^yutwe foua^f^^t ^t one point 
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& knuckle of iDtestinf enclosed in a band, whicli 
band, I think, was not inflammatory, but wa? 
some little fold or piece of peritoneum ; hut we 
shall know more particularly presently. What I 
want you to uiideretaiid is that the condition 
which existed was thfi Btracgulation of a knnckli- 
of intestine by a band passing across it, the in- 
testine above being largely distendecl, and tlie 
intestine below being very much contracted. I 
was afraid to use the knife to divide the band, 
and I simply tore it with my nail ; I effectually 
tore it through, because I was able to squeeze a 
little of the contents of the intestine along tliis 
hitherto much contracted piece of bowel. Having 
done that, I was satisfied that I had relieved tte^ 
stricture ; still I thought it right to put ray 
in and feel if there was anything more, becai 
one knows that there may be two constrictii 
Having enlarged the wound a little, I could 
in my hand more freely, but I found nothi 
requiring interference. I felt the ovary and 
broad ligament, and I found the whole of 
pelvis was clear, and I therefore closed the woi 
I treated the patient on the same principles 
those on which yon would treat a case of ovi 
tomy. — that is, I closed the wound, bringing 
edges of the peritoneum into close apposition, 
that they might unite rapidly. I had hoped 
the patient, as she had got over the first s 
would make a good recovery ; that, howevei 
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t Ijeen the case, and we shall soon ascertain the 

ict cause of death. 
1 1 will now say a few words generally abont 
ies of intestinal obstruction, which are the 

Mt anxioiis cases you can possibly have. Let 
^ yon to distingnish altogether these case? 
Ibm cases of strangulated hernia, for I do not 

iDpose to speak of strangulated hernia at ali. 
^e causes of intestinal obstruction are various. 
Pliave here a table in a very valuable little book 

I intestinal obstruction, by the late Dr. Brinton. 
Be gives a table of a large number of cases, and 
I will give you the details very shortly. He has 
collected the records of 12,000 cases of poat- 
moi-tem examinations, and lie finds that one in 
every 280 of these was due to intestinal obstruc- 
tion. That will give you an idea of the freqnency 
of the occurrence of these cases. With regard to 
the varieties, he found that intussusceptions were 
about 43 per cent. ; external bands, that is, bands 
of peritoneum, or bands of Ij-mph, as the case may 
be, 32 per cent. ; parietal strictures, that is, stric- 
tures of the wall of the bowel, 17 per cent. ; and 
torsions or twisting of the bowel 8 per cent. 

With regard to cases of intussusception, which 
are much more numerous than the others, nearly 
half of the whole, 56 per cent., were ileo-MDCal, 
that is, the ileum being driven into the CKCum ; 
twenty-eight were ileac, four jejuna!, and twelv.- 
I €»Uc. The "ileac" means one piece of iieuni 
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driven into another piece of ileum ; bo with 
"■ jejunal " and " colic." More than half the eases 
you see are ileo-cfecal. The remaining forms 
of intestinal obstruction Dr. Brinton has divided 
into "bands and adhesions;" *' divert! cnl a ilei," 
where a little diverticnlum has existed during 
life and then at some period has become attached. 
and so formed a constriction ; " vermiform appen- 
dix," which occasionally gets bound down ant 
forms a ring through which a piece of bow( 
slides; "ruptured mesentery," through whie 
the bowel slips, as I fancy it has done in tH 
case ; and other peritoneal lesions. Then thei 
ig another form of obstruction occasionally nu 
withj namely that of gall stones. Now an 
then a large gall stone ulcerates its way throuD 
the gall bladder — it is too large to go down tj 
duct — and it ulcerates through the adhesions inj 
the intestine. It is a rare thing, but it is rig) 
that it should be mentioned. The above forma 1 
intestinal obstruction occur in the small intei 
tines ; but if you take the ]ai^e intestine.s yg 
meet with strictures and torsions there also. 

But there is another division still more impoi 
tant. I mean whether the obstruction is acute il 
chronic. This was clearly a case of acute obstrn( 
tion, but we have had the opportunity of seein 
here within tJie last year or two several eases ( 
chronic obstruction. We had one just befoi 
Christmas, in which a cancerous bowel had 0]}ene 
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into the bladder. I performed colotomy tliere 
with great relief to the patient, and we have had 
other cases also in which colotomy has been 
snccesafuUy performed for chronic obstruction of 
the bowel dne to cancerous or other stricture. 
But this was a case of acute obstruction. The 
young woman was in perfectly good health till 
suddenly, without any obvious cause, she gets 
pain in her bowel. She simply empties the 
bowel below the point of obstruction, and after- 
wards she passes nothing ; then sickness comes on 
and the other symptoms which I have detailed. 

The greater number of such cases are cases of 
intussusception, and these arise more frequently 
in children than in grown-up people. You find 
that when children are trying violently to empty 
the bowels they are very apt to force one piece of 
bowel into another, and then of course you get 
the symptoms due to that obstrucfciou. There is 
generally a well-marked elongated tumour to be 
felt through the abdominal wall, which of course 
varies in length according to the amount of the 
intussusception. You see by figures 18 and 19, 
which by the kindness of Dr. Buzzard I have been 
able to borrow from Dr. Brintou's work, what the 
nature of intussusception is. The two mucous 
surfaces are brought almost into apposition, so 
that nothing can pass through; but the patient 
will go on straining and bring away a little blood. 
r lb is a remarkable point, and a very important 
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diagnostic one, that in casea of intussnsceptio 
you almost invariably have some blood pass, e 
yon may see at once why blood shoaid paa 
Here ia a piece of bowel nipped in another piece (d 
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bowel. Of course it becomes mnch 
naturally the vessola relieve tbemeelveB a litt 
and blood passes on through the anus, and 1 
recognised in the motions. 

Now it ia possible that the intassnscoptij 
may be undone. There is no doubt that tlfl 
tendency of the peristalsis of the bowel is : 
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force one piece of bowel further on ; but if you 
can stop the peristalsis by giving opium judiciously, 
it is possible that the bowel may release itself, or 
that you may assist nature by means propei'ly 
applied. The means we apply in cases of this 
kind, particularly iu the large intestine, are 
copious enemata or insufflation. It was possible 
that it might be intussusception in the case of 
this woman, and therefore I was anxious to pass 
copious enemata into the colon, but we failed, and 
I think we shall find we failed simply owing to 
some mechanical condition of the bowel, and not 
from any obstruction of the large intestine — ^tliat 
owing to the distension of the abdomen there was 
soma little twist in the sigmoid flexure, or the 
upper part of the rectum, and that that prevented 
the tube passing. When you have intussuscep- 
tion, then yon stop the peristalsis by opium, and 
you may, if you are fortunate, blow out the 
invaginated portion, and so restore the intestine to 
its proper form ; or you may, as a last resort, open 
the abdomen, and pull one piece out of the other. 

There is, however, always great risk about that 
proceeding, and in this way, You must bear in 
mind that we have got two peritoneal surfaces 
here which are brought into apposition, sqneezed 
tightly together, so that you are very apt to get 
adhesions forming between them. Imagine for a 
moment that you have those surfaces tightly 
JjOTind together ; it is then obvious that no pulling 

1 
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and no pushing can unilo tlieiu with safi 
patient. Still you must not despair, even in n 
case of that kiud, for nature does wonderful things 
for ns. We find that cases of intuasasception 
Bometimes recoyer after casting oif a piece o! 
intestine. Thus, a patient hag been apparently 
at death's door when at last something passes, or 
perhaps partially protrudes through the anus and 
is drawn away by the surgeon's finger, and when 
he examines it he finds that it is really a piece of 
intestine. I have myself seen a great part of the 
ciecnm come away in that manner, in a case ol 
invagination in a child, and the patient recovers 
What happens is this : the adhesions are formet 
the strangulation still continues, and at last, tl 
parts being perfectly united together, the inw 
ginated portion is thrown off, and the continui 
of the intestine is kept up ; the patient recova 
and does not seem to be much the worse for i 
being only minus two or three inches of intestin 
It is the knowledge of the fact that intussusct^ 
tions are very apt to get well of themselves, eith 
by spontaneously undoing or by throwing off t! 
slough of the intestine, that makes medical prad 
tioners sometimes loth to interfere in these c 

It is only within the last two or three years thi 
surgeons have ventured to interfere in cases < 
intussusception, and I am happy to give credit- 
where it is due^ — to Mr. .Touathan Hutchinson, < 
the London Hospital, for having been, as I belier 
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lite first Burgeon who really did undo an intussus- 
Bptioii. Ke has published his uase, and it was a 
nccessful one, and I will briefly refer to it. On 
the I ith of November 1873, Mr. Hutchinson read 
a paper before the Koyal Medical and Chinirgical 
Society, entitled "A Successful Case of Abdo- 
minal Section for Intussusception, with remarks 
on this and other methods of treatment." The 
patient was a child, tet. 2 years ; the intussuscep- 
tion had commenced at the cajcum, and was of 
such a length that its extremity, presenting the 
inverted ileo-cfecal valve, was extruded several 
inches at the child's anus. The condition had 
been one month in course of development ; latterly 
the case had been treated as one of prolapsus, and 
attempts had been made to beep the bowel in its 
place by means of a cork pad. It is obvious from 
these notes that it was not an urgent case. No 
one could have been so ignorant as to mistake a 
case of real intestinal obstruction for one of pro- 
lapsus ani. The child was very ill, and the author 
having failed in attempts to efEect reduction by 
enemata, &c., and having had experience of several 
similar cases which had ended fatally, determined 
to operat-e. The child was put under chloroform, 
and the abdomen was opened in the middle line 
below the umbilicus. The intussusception was 
easily found, and as easily reduced. The aft«r- 
treatment consisted only in the administratioTi of 
^mA few mild opiates, and the child recovered. 
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That case was a very important one, becanse 
it cast a new light on the treatment of intuBsua- 
ceptiou. There have been one or two other 
cases of a similar character in which Burgeons 
]iave operated, some with success and some witli- 
out auccesa. At the I'athologieal Society in 1S74. 
Mr. Hutchinson showed a specimen, this time 
from one of the lower animals, for of course they 
are liable to intussusception as well as ourselves 
It was the case of a dog which had intussuscep- 
tion. He had only slight symptoms eight day« 
Ijefore death. There was jaundice, no peritonitia, 
and the intussusception was easily reducible. It 
was operated upon to illustrate the possibility o 
drawing out intussusception. One or two otbM- 
eases are mentioned by other persons ; but the 
best cases were those related at the Medical ancl 
Chirurgical Society in December 1875. Mr. 
Howai-d Marsh read a case in which abdomioal 
section was performed for intussusception in tin 
case of an infant three months old. Anothel 
paper was also read by Dr. Fagge and Mr. Lues 
on a case of intussusception in an adult, without 
symptoms of strangulation, treated successfully bf 
abdominal section. A third paper was contributed 
by Mr. Jonathan Hutchinson on a second case t 
abdominal section for intussusception into tha 
colon, with details of the operation. That < 
was not successful. A discussion followed, an^ 
opinions were greatly divided, some thinking thatt 
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lerationa were perfectly justifiable, and others 
r the reason that I have given to you — the well- 
lown fact that intussusceptions do recover — 
jiking that surgical interference was not jiistifi- 
ple. I think it only right tiiat you should have 

Bse facts put before yon. 
j Ours, as I have said, was not a case of intos- 
BiBception ; but before we leave the subject let us 
fast consider one poiut in connection with it — that 
is, the fiocal vomiting which occurs in these cases 
sooner or later. It was maintained up to within 
the last few years that ftecal vomiting depended 
upon inverted peristalsis of the bowel. You will 
find that ia some of the older physiological books 
it is laid down that, after the bowel has become 
distended, it is very apt to take on an inverted 
peristaltic action, that instead of forcing its con- 
tents on, it begins to push them backwards and 
throw them into the stomach, and so out through 
the mouth. Dr. Brinton, the author of this little 
book on intestinal obstruction, showed, I believe 
conclusively, that that view was erroneous ; and it 
is now well understood what is the reason that in 
a case of intestinal obstruction from any cause you 
get vomiting of the contents of the bowel. He 
illustrates his view in this way; and I cannot 
show you better than by his own diagrams. Sup- 
pose you take a syringe, the piston of which is 
hollow (Fig. 20), and as you drive the piston down 
md bring pressure to bear upon the fluid at the 
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side of the tnbcj you necesaai-ily make the fluid 
return up the centre of the tube, the same tiling 
occurring if there are & series of hollow septa, as 
in Fig. 21, Ho calls this a " reversed axial cur- 
rent," and it is that ; the fluid goes down the aide 
aud np the middle, for it cannot stop where it is: 



1 



becanse the pressure is too great above it. ThaBB 
is anotlier drawing of Dr. Brinton'a which illnsj 
trates it in another way. It is a diagram of f 
piece of intestine (i"ig- 22), and there is a strictuM 
which may be artificial or otherwise, for theB 
things have been verified by experiment. If 3 
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tie tlie piece of intestine and force the fiaid in by 
a eyringe, you will find that as the fluid goes down 
the side it comes np the middle again ; but when 
you have a period of great distension, which you 
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must necessarily arrive at, you may get a piece of 
iatestine bo largely distended that the peristaltic 
power in it is entirely destroyed, the muscular 
fibre is pnralysed for a time, and then it simply 
remains an inert bag of fluid (Fig. 23), If tbrt is 
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the case, you will find that the intestine above 
that point which still retains its power goes on 
pumping into this bag of fluid, and of course the 
same fluid that goes down comes up again. I 
want you to understand that it does not necessarily 
imply that thQ intestine keeps itself empty because 
the patient vomits. You may have a large accu- 
mulation, a piece of intestine enormously dilated 
and distended with fluid, and yet the patient may 
go on vomiting because peristalsis forces more fluid 
down which must come back. 

I will now say a word with regard to the differ- 
ent forms of band. I have already given you 
Dr. Brinton's list of obstructions, but I will refer 
to it again for a moment. A band may be a 
simple adhesion, that is, composed of lymph. We 
know that all persons, females particularly, are 
liable to have a little attack of peritonitis, which 
apparently does no harm, but which may leave a 
little band stretching across between two pieces of 
intestine, or possibly stretching between the intes- 
tine and the abdominal wall. A piece of intestine 
may get twisted over this, and then you may have 
an obstruction. Then we have diverticula from 
the ileum. I do not know whether you remember 
that in the early stage of the foetus there is ^ 
communication between the membranes of the 
foetus and the small intestine by the* omphalo- 
mesenteric duct which passes across from the 
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umbilicus to the lower part of the ileum. That is 
naually totally obliterated, and we do not find even 
a remnant of it. Every now and then — I do not 
know why — we find that it remains as a cord, and 
sometimes even as a duct. I have myself eeen it 
as a duct, so that the patient was annoyed occa- 
sionally by the passage of a little fecal matter and 
llatus through the umbilicus. Usually it is simply 
an impenioua cord. Now, given a cord of that 
kind, stretching across to the umbilicus, it is con- 
ceivable that a piece of intestine may get twisted 
around it, and you will find in Gay's Hospital two 
specimens of a cord stretching in that way, which 
proved fatal by a piece of intestine getting en- 
tangled around it. 

Then the venniform appendix may sometimes be 
bound down in such a way as to fonn a constrict- 
ing point. Usually in the human subject the 
vermiform appendix is a simple matter that gives 
no trouble unless a cherry-stone gets into it ; 
though Sir "William Jenner maintains that cherry- 
stones do not get into it, and that what are gene- 
rally taken for cherry-stones are little concretions. 
We do not usually know much about our vermi- 
form appendices unless they give us some trouble, 
but if it is longer than usual it gets bound down 
and forms a ring, through which a coil of intestine 
may go, and of course it would nip it severely. 

Then we may have a ruptured' mesentery. Why 
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a mesentery should get torn without violence we 
do not know, but sometimes holes seem to fonn in 
the mesentery, and a piece of intestine may slip 
through. I think ours is a case of that kind, from 
what I can see. I think the band I divided was 
not lymph nor the result of inflammatory action. 
The other conditions are of course inflammatory, 
and we have no evidence whatever of inflammation 
in this case. On Saturday I called attention to 
the fact that, although the intestines were largely 
congested, still the surfaces were perfectly smooth, 
showing that there had been no recent peritonitis 
as far as we could see, and that augured well for 
the patient. 

Now to come to the really important point, that 
is, with regard to the treatment. If you are called 
to a patient who has intestinal obstruction, what 
is the proper line of treatment to be adopted? 
The great thing to make up your mind to early in 
life is not to use purgatives. What does a purga- 
tive do ? In a case of intussusception it simply 
means driving more intestine into the other piece 
or if a piece of intestine is strangulated by a 
band, you simply drive more intestine tightly into 
it ; therefore, when you have a case of intestinal 
obstruction — ^I do not refer to the case of every 
old woman who has overloaded bowels — purgatives 
should be tabooed. The proper treatment is to 
use opium. In this particular case you remember 
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I combined opium and belladonna. I said at the 
aide that perhaps some might think I wag firing 
I docble-barrelled gun, and that one might 
B antagonistic to the other. I did not know at 
B time that Dr. Brinton used the same form of 
jatment, but I will now read to you what he 
■ys, because he puta it in a shorter way than I 
loiild do. " The combination of belladonna with 
^um seems in no way to diminish the anodyne 
feet of the latter drug, even while it reduces this 
ristalsis almost to zero. Certainly nothing in 
whole action of remedies can surpass the com- 
parative painlessness into which I have seen an 
agonising intussusception converted during the 
many days that have intervened before its un- 
avoidable termination in death," Then in a note 
he says : " I am aware that the two drugs are 
often supposed to be antidotes to each other. But 
though in stating facts I am not bound to explain 
them, I may point out that whatever general anta- 
gonism might be supposed to constitute the sum 
of special opposition in their effects is quite com- 
patible with a general agreement of the most 
valuable kind, so that, for example, they might 
agree in their anodyne property, and differ mainly 
in their influence on the nerves of muscles or on 
muscles themselves. In any case it is impossible 
to doubt experiences which, like the above at 
least, prove that, mixed in certain proportions 
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neither drag loses much, if any, of its most im- 
portant effects. The proportions I use are two 
parts of extract of opium to one, two-thirds or 
one-half of belladonua in a pill." It is better to 
give pills than draughts in these cases. You know 
whether a patient rejects a pill or not ; you can 
see it come back, and you can get a fairer notion 
of how much of the drug the patient is getting. 
Then pills get further down the intestines before 
they dissolve, and you get the effect of the opium 
more applied to the intestine itself, and not 
scattered over the stomach. You may give a 
grain every four hours, or at first as often as every 
two hours, and then reduce the doae, giving half- 
a-grain every two hoars, and then half-a-grain 
every four hours, so aa to keep the patient well 
under the influence of the opium, judging by the 
pupil and also by the genera! condition. Of course 
it would be as bad practice to poison the patient 
with opium as to give purgatives. I cannot say 
more than that; watch the condition of the patient 
and be guided by the symptoms. We applied 
belladonna over the belly, and assiduouely poul- 
ticed it. The injections were an entire failure, 
and we shall now have an opportunity of seeing 
what the failure was due to. 

The post-mortem examination showed that the 
obstruction had been completely relieved, and that 
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it had been caused by a mesenteric band. The 
intestine was much discoloured at the point 
strangulated, but no perforation had taken place. 
Considerable peritonitis was found, and the intes- 
tines were glued together by recent lymph. 
Nothing abnormal was found in the rectum or 
elsewhere. 



DISLOCATION OF THE FEMUR, 



Yoo saw last week, gentlemen, a case of dislocation 
of the femur. Now, these cases are not, of cofli-sa* 
very common ; ttuc it Happens that we have had s 
good many during the last twenty years, I 1 
taken the trouble to run through the reports of 
this hospital for that period, and I find that during 
that time we have had seventeen cases. We had[ 
one in 1S71 (T need not trouble you with the 
details) ; two in 1872 ; one in 1873 ; one in 1876J 
two in 1879 — and one of these was a supra-pnbie 
dislocation, which, of course, is the rarest formj 
two in 1878 ; three in 1 880; one in 1883 ; one L 
188s ; one in 1S87; one in 1888; one in iSSpi 
and none in 1890. It is rather remarkable thai 
the last four cases were all in young persons. Jx 
1885 there was a child of I3 years only; in iSSj 
the child was 1 1| ; in 1 888 the child was but 6 
in 1889 only 5. Tou may take it from me thai 
these were all hona-fide dislocations, the reanlt ( 
accident, and not the form of dislocation whic 
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we call pathological. Of coarse, we are all familiar 
with cases of hip disease, where the capsule softens 
and the head of the bone slips out, and these we 
term " pathological dialocations " ; but I am not 
speaking of that subject to-day. All the cases I 
am going to mention to-day are cases resulting 
from accident. 

The man now in the ward ia 33 years of age, 
and a labourer. Fifteen weeks before his ad- 
mission here he had an accident. In jumping off 
a two-wheeled cart, which he had been driving, 
and in frant of which he had been sitting with 
his feet upon the shaft, his foot caught in the 
horse's nosebag, which was swinging from the 
shaft, and he fell to the ground, — in what position, 
however, he does not know. He still held the 
reins, aud stopped the horse. He says the wheel 
ran up his leg, but did not run over him ; but 
he is not at all clear on the point. He was 
taken to a doctor within ten minutes of the 
accident, and the treatment employed consisted 
in rest, liniments, and so on. About siz weeks 
afterwards he got out of bed, using first a pair c 
cmtches and later on two sticks, and began to 
get about pretty fairly. But then, I suppose, the 
doctor's conscience smote him, and he thought 
he had better, perhaps, send the man to the 
hospital. When he arrived here there could not 
be a doubt, I should say, to even the meanest 
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capacity, tliat it was a 'bona-fidt, dislocation of the 
femur on the dorsum ilii. The next day I sent 
the man down for the F.E.C.S, examination, and 
on the following day, the Wednesday, I had him 
photographed, and here you see the result, 
front view shows you very well the deformity. 
You will see that the left limb is inverted, that it 
ifl shortened, and that the ball of the 
rests on the instep or thereabouts. The inversion 
of the limb is undoubted. If anything, there 
a little widening of the pelvis, the head being on 
the dorsum ilii and not in the sciatic notch, the 
prominenceof the trochanter ia alittle exaggerated. 
If you have a case where the head of the bone 
has dropped into the sciatic notch, then yon 
sometimes get remarkable narrowing of the pelvis. 
I had a side view also taken ; but 1 am rather 
disappointed with that, it does not show the 
deformity caused both by the trochanter and the, 
head of the bone as well as it should do. 

How is it this dislocation was overlooked ? 
really cannot explain it. I tried in every way to 
get from the man that the parts were a good 
deal swollen before the doctor saw him ; bnt it 
was not the fact. It is evident, from the note^ 
that the medical man saw him ten minutes after 
the accident, there could not, therefore, be much 
swelling ; and it is obvious that it is one of those 
cases which have been overlooked, and which 
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from time to time we meet with. We all make 
mistakes, and therefore we ought all to be charit- 
able to others. I have purposely never inquired 
who the gentleman was that saw the case. 

A word or two about the frequency of this dis- 
location. Malgaigne gives 491 cases of dislo- 
cation in the Hotel Dieu, the great hospital in 
Paris. Of these dislocations 321 were of the 
shoulder and only 34 of the hip ; but the hip 
was the next most freqnent to the shoulder, Mr. 
Henry Morris in his article in Holmes's St/xtcm 
0/ Suiyeiy gives the statistics of Middlesex Hos- 
pital for ten years, and I may say, that these 
include both in- and out-patients. The statistics 
of this hospital, as given in our reports, only include 
in-patients ; but 1 take it that there are very few 
cases of dislocation of the femur among the out- 
patients. Dislocation of the shoulder is, of course, 
commonly enough treated in the out-patient room ; 
but all cases of dislocation of the femur are taken 
in as a matter of coarse. At the Middlesex 
Hospital, where both kinds of patients are taken 
together in the statistics, there were in ten years 
283 dislocations, of which 1 33 were of the shoulder, 
and only eight of the hip ; so that, you see, the 
proportion is very much the same in different 
hospitals. 

As to the method by which a dislocation is pro- 
duced there has been a great deal of discussion. 
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I do not know that the point is absolutely settled 
yet. Mr. Morris, the gentleman I have before 
alluded to, wi-ote a paper in the Mcdico-CJdmr- 
fjicai Transactions of the year 1878, in which he 
discussed this question at some length, and gave 
the result of some experimental inquiries whichhe 
had made. I give you shortly the conclusions he 
came to. The capsule of the hip joint, he said, 
is, as we know, weakest behind, and, possibly, 
below ; and he particularly insisted upon the fact 
that the perforation was always at t/is lower pa.ii 
beldnii ; that the bone then slipped up upon the 
dorsum ilii ; and that therefore a dislocation on to 
the dorsum ilii is what is called a secondary 
dislocation. That is a, view which has been a 
good deal discussed ; and Mr. Eve, who was at 
that time Registrar at St. Bartholomew's Hospital, 
three years afterwards published a case, and con- 
tradicted Mr. Morris. It is the pleasant way we 
have, that one surgeon usually contradicts another. 
The value of Mr. Eve's paper particularly is that 
he gives drawings from actual specimens, which I 
have here, and which even at a distance I think 
you can see. Of course in these cases the patients 
either died at the time of or soon after the injury, 
and opportunity has been taken to make the 
section. We have also here from the museum 
University College a specimen of which I do 
know the history, as it did not occur in my wi 
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In it you see the head of the bone ; the quadratus 
femoris; the obturator extemus torn, and the 
obturator inteniuB stretched over the head. It is 
a dislocation, therefore, "below the tendon." If 
all the dislocations take place, according to Mr. 
Morris's suggestion, through the lower part of the 
capsule, it seems odd that so many of them should 
find their way afterwards up to the dorsum dii ; 
but the fact is that there aj-e undoubtedly many 
cases — and 1 believe our patient's case was one of 
them — where the dislocation takes place directly 
backwards through the posterior part of the 
capsule, of course, hut through its upper pari, 
tears through some fibres, no doubt, of the gluteus 
mediu5 and minimus, and comes out " above the 
tendon," as Eigelow would call it. 

This, then, was a case of dorsal dislocation, or 
dislocation above the tendon ; and it is my belief 
that it was a direct dislocation. Of course, for- 
tunately, we have had no opportunity of a post- 
mortem examination, and we shall not have one. 
Bat Mr. Morris would argue, True it was a dorsal 
ilislocation ; but first it was a dislocation back- 
wards below the tendon, and then, as a result of 
the man walking about, and so on, the head of the 
bone was pushed up, and it became a dorsal dis- 
location. Well, let it be how it may, there is no 
question that there are two dorsal dislocations 
which we have to recognise. One is that in 
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which the limb is inverted and very considerably 
shortened, the toes rest on the instep, and, the 
trochanter being more prominent than usual, the 
head of the bone can be felt on the doranm ilii, as 
in this patient. This is what Sir Astiey Cooper 
called the diMocation upwards, or the dislocation m 
the dorsum ilii. It is now the fashion to call it tht 1 
dislocation above the obturator tendon ; bnt it is the ' 
same thing. In addition we have the second form 
of hacbicard dislocation, where the limb is not 
tnnch shortened, where the great toe rests against 
the opposite great toe; where the limb is more 
inverted but not so much flexed, and where the 
trochanter, instead of being prominent, is apt to be 
depressed; and therefore we have narrowing in- 
stead of widening of the pelvis. In addition, in 
the sciatic dislocation there is nsually a good deal 
of pain down the limb from pressure on the sciatic 
nerve. 

To finish the subject, although we have not a 
case at present, I would remind yon of the other 
two forms of forward dislocation — forward and 
downwards into the ohlurator fm-amm, where the 
patient's limb is advanced and his body flexed; 
and, the rarest of all, the dislocation on to tlf 
pities, where the limb is abducted and everted, 
and you feel the bone actually on the pubes close 
to the pectinens muscle. 

We will go back for one moment to the anatomy 
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of the hip-joint ; and I have here a preparation to 
show the capsule. Here we have the posterior 
and lower part of the capsnle, which is the thinner 
part ; there we have the anterior part of the cap- 
sule, which ia very mnch thicker, and remember 
that it has in front of it the great psoas and iliacus 
mnsclea supporting it ; and it is this part on which 
Bigelow has laid so mnch stress, and which he has 
called by a separate name, viz., the inverted 
Y-liffament. I have Bigelow's book here, and will 
show you his own diagram, which no doubt is per- 
fectly familiar to you all, as it has been copied into 
other books. It shows very prettily the two por- 
tions of the anterior part of the capsule, which is 
dignified by the name of the Y-ligament. We 
have in all anatomical books for years described 
an ilio-femoral ligament, and we have here another 
slip of it which really does not always exist. It is 
an exaggeration to say that in all cases yon can 
make out a ligament like that, though you can in 
favourable subjects. However, the main point is 
this, that the anterior part of the capsular ligament 
is the strong part, the posterior part is the loose 
and weak part ; and, whenever a dislocation hap- 
pens, the head of the femur passes much more 
frequently through the posterior part, indeed some 
people go so far as to doubt if it ever comes 
through the front. Remember, too, that we 
the ligamentum teres inside attached to the bottom 
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of the acetabular cavity and to the head of th^ 
femnr. Deepening the cavity we have the cotyloid 
ligament which maintains the head of the bone in 
the socket. 

How then doea the dislocation occur ? (I aiil' 
speaking now only of the dorsal dislocation.) tSi, 
Morris, in the paper to which I have already re- 
ferred, holds very strongly that it always occnrs 
in the position of abduction of the thigh. He aaja 
that if you have the limb abdncted, a very little 
force will drive the head of the bone through tte 
lower and posterior part of the capsule (the weak 
part), and that then being once dislocated it may 
be pushed up to any point, either lodging in the 
aacro-sciatic foramen, or coming up on to the 
dorsum ilii. Now, I have seen a good many 
experiments made at different times on this point, 
and I must say I am not at all convinced of the 
truth of that statement. If in the dissecting room 
or post-mortem room you want to dislocate the 
femur, the simplest way is to cross the thigh well 
over to the opposite side, which drives the head of 
the boni' a little bit out, and then forcibly to jerk 
it, when out it comes. 1 have done this and seen 
it done many times, and I have not the slightest 
doubt that that is how the accident generally 
happens. Tliink for a moment. When the limb 
is well adducted and crossed over the opposite 
limb, already the head of the bone is a little bit 
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out of the socket. A violent jerk breaks the 
ligamentum teres, drives the head of the bone 
either through the capsule or tears away the 
capsule sufficiently to let it out, and there is the 
dislocation produced. 

Now conies the question of reduction. This 
accident had happened fifteen weeks before the 
man came here. 105 days had elapsed — ^in fact, 
the reduction took place on the io6th day. That 
is a loug time for a bone to be out of its socket, 
and yet to be got back. But on looking up the 
literature of the subject I find there are cases of 
longer standing than that. There are cases on 
record — and I believe true ones — where even a 
year has elapsed and yet reduction has taken 
place. Finding that it was not quite a third of » 
year, I thought I might very well venture to try 
in this case, and we were auccessful. I think all 
surgeons iu the present day are agreed that the 
manipulation treatment is better than the exten- 
sion. Bigelow, who investigated the subject 
extensively, and whose book I have Just shown 
you, has strong views upon it, and, I think, correct 
ones. His view is this : that what you want to do 
is to flex the limb and to adduct it with the object 
of relaxing, in the first place, the strong Y-liga- 
ment ; then, having done this, that you should 
lift up the limb, bringing it upwards to a right 
angle with the abdomen, then cireumd noting it 
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outwards you bring it down so as to get the head 
of the bone into the socket. 

I had a good many difficulties to contend with 
last Wednesday, one being that the limb was 
fixed in its new position. I did not know exactly 
what the condition of things might be, but 
evidently there was a beginning of something like 
a new joint ; and I had, therefore, to work very 
bard at first to break down the adhesions, and get 
the limb to move at all. However, after a time, 
we were able to flex it and adduct it ; then to 
abduct it and rotate outwards and bring the limb 
down. I repeated that two or three times, but I 
did not get the head of the bone in. Mr. Pollard 
helped me, and we were getting, apparently, no 
nearer success when, as the limb was everted, 
Mr. Pollard gave it a slight tilt upwards and the 
head of the bone slipped in, and is now in its 
proper position. 

The theory of the manipulation treatment is, 
that the ligament being the fulcrum and the femnr 
the lever, yon should adduct and flex and lift np ; 
then circumduct outwards and bring the limb 
down parallel to its fellow ; and if you are lucky 
the head of the bone will slip through the rent 
and into its place. Of course, after fifteen weeks, 
the rent must have som.ewhat repaired ; and it is 
extremely probable, therefore, that I had more 
difficulty in that way because of the repair ; but 
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Still the bone went in with such an aadible snap 
and BO cleanly, and remains bo thoroughly in its 
place, that I feel sure there ia no fracture, and 
that the head of the bone slipped through the 
capsule into its proper position. 

In an interval of trying manipulation I thought 
I would give a demonstration how to apply ex- 
tension ; so, putting a wet bandage round the 
lower part of the thigh, and over that a skein of 
worsted made up into a clove-hitch, with my foot 
against the man's perinEeum in order to get a 
fulcrum, I pulled, but did not produce the least 
eSect. I hardly expected I should, but I wanted 
to show you how the thing could be done. 

In former years I have reduced more than one 
recent dislocation of the femur in that way when 
the parts were all relaxed, and in a recent case 
yon can pull well down and the bone goes in 
pretty easUy. But I think the method of circum- 
dnction is better on every gi'ound ; still, it is right 
to warn you that accidents have happened with it. 
In an elderly patient the femur has broken, and 
that would be a very awkward complication. In 
this case I was careful what I was about. I felt a 
certain amount of giving of tissue ; but that was 
merely the adhesions between the head of the 
bone and the dorsum ilii, I was careful not to 
put on too much force, because I might have 
broken the femur, and, no doubt, as it was, I 
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necessarily lacerated some of the muscles of the 
thigh, and possibly tore some of the ligamentous 
structorea too. However, " all's well that ends 
well." I am keeping the man in bed with a long 
splint on, I took it off just now and found every- 
thing in its place, and I have no doubt he will 
make a good recovery. 

Just a word or two aboat the other form of 
dislocation into tliJi sciatic Twtch. If it were a dis- 
location backwards below the tendon, the head of 
the bone would lie somewhere aboat the sciatic 
notch, although not necessarily actnally in the 
notch. It comes back and presses upon the 
tissues which come through the great sciatic 
notch, or it may get impinged upon the spine of 
the ischium, or lodge on the lesser sciatic no(«h. 
When it really gets into the sciatic notch there is 
flattening of the buttocks. Another diagnostic 
symptom, useful to remember, is that if you put 
your finger up the rectum you can feel the head 
of the bone actually in the sacro-aciatic notch, 
doubtful case.?, therefore, it is well to have i 
course to that method. If you think it is a 
of sacro-sciatic dislocation the method of 
ducfcion will be exactly the same ; you wool 
adduct, tlex, lift up, abduct and rotate outwai 
and then bring the limb down. 

So much for these two kinds, and now one woi 
to complete the subject, about the other two fori 
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of dislocation, I show you the diagram of the 
dislocaiion into the oiturator furitmen, witli the 
limb advanced aad the body somewhat flexed; and, 
lastly, that of dislocation above the pubes, with the 
limb everted and somewhat flexed. Now, in these 
two dislocations forward, of course the head of the 
bone will come somewhat in the position that is 
represented there, that is to say, it will slip past 
the Y-ligament and through the anterior part of 
the capsule. We had some years ago in ilr. 
Maraball's ward a woman who bad fallen from the 
top of a house, and dislocated her femur. The 
limb was inverted, and attempts were made before 
admission to reduce the dislocation. (This ia her 
account, at least.) She was not admitted here until 
the sixth day, at which time the limb was everted 
and two inches short. It was reduced. In 1880 
we had a case, also in a woman, who fell 60 feet. 
Her limb was everted, half an inch short, with the 
head of the bone on the pubes. The dislocation 
waa reduced by rotation inwards and flexion. 1 
mention the two eases because they are of 
different kinds. Because the limb was everted it 
did not show that the earlier one was a dislocation 
on to the pubea. It was six days old and had 
been well pulled about. It was really a dorsal 
dislocation, in which the parts had been so torn by 
the treatment before she came in, that you could 
move the limb pretty well anywhere you liked. 
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But the case in 1880 was a hoiui-Jide dislocation 
on to the pubes, in a young woman of 33. I saw 
it with Mr. MarBhall ; and it is the only case of 
dislocation on to the pubes I have ever seen. It 
is ao rare that one does not see above one or two 
in the course of a life-time. The reduction of 
these two dislocations is simple enough to re- 
member. It is just the reverse of the previous 
method. In the case of the dorsal dislocations we 
circumduct outwards ; in the reduction of the two 
forward dislocations we circumduct inwards. The 
patient is put on his back in exactly the same 
way, the limb is flexed, and then it is circumducted 
inwards. That rotation tends to bring the head 
of the bone downwards towards the acetabulum, 
and with a little traction it slips into its place. 

The Y-ligament ia equally important in both 
kinds, and it is very important that you should 
not tear that. I have known such force used that 
the ligament was torn through, in which case you 
get that curious condition in which you can put 
the limb in any position yon please. It is an easy 
experiment to make on the dead body in a thin 
subject. 

So much, gentlemen, for this case. I think I 
have given you the principal points about it ; and 
it juat illustrates the importance of making a 
diagnosis immediately after an accident, and that, 
even if a mistake is made at the time, it is p 
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to repair the error later on. This man I have no 
donbt will get a perfect hip, hia capsule will be 
quite sufficient to keep the bone in position ; the 
ligamentam teres will not unite in all probability, 
and shonid we a great many years hence have the 
opportunity of examining the interior of the joint, 
it wiU be found that the parts are smoothed off 
there, but that no repair hs.a taken place in the 
interior of the joint. 
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Gentlemen, — To-day I have to apeak to yoo 
about an interesting caae of pytemia, which 
unfortunately proved fatal. It is particularly 
interesting because you so seldom see cases of 
pyeemia nowadays. In my student days, I e 
sorry to say, pyemia was the curse of the hoapital, 
most of the large amputation cases dying c 
pyEDtnia a week or ten days after the operatiMU 
Bet now, thanks to antiseptics, and to the greatM 
care which is taken of the patients generally, caaei 
of pyiemia are extremely rare, and, if I had a csb* 
of pyasmia originating in my wards, I should bft 
inclined to inquire of my house-surgeon as to wh; 
the case had gone wrong. I beg you to remari 
that this patient was admitted into the hoBpitJ^ 
as a case of pytemia. 

Before I go into the case 1 should like to tef 
you what pyiemia means, and I will read you wh« 
Burden Sanderson says in his lectures on tb 
" Infective Processes of Disease " {Britisfi Mrdictt 
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Journal, December 29th, i S77) : — ■" What I mean 
by septiciemia is a constitutional disorder of limited 
duration, produced by the entrance into the blood- 
stream of A certain quantity of septic material. It 
must, therefore, be regarded not so much as a 
disease, but as a complication, differing from 
pyiemia not only in the fact that it has no neces- 
sary connection with any local process, either 
primary or secondary, but also in the important 
particular that it has uo development. Pyieraia is 
a malignant process which goes on and on to its 
fatal end ; but in the case of septicsemia, inasmuch 
as the poison which produces it has no tendency 
to multiply in the organism, there is no reason 
why the morbid process should not come to an 
end of itself, unless either the original dose is 
fatal, or a second infection takes place from the 
same or another source. The one is septic intoxi- 
cation, due to the absorption of chemical products 
of decomposition, exceptionally attended by local 
mischief ; the other embraces a group of diseases 
of which one, at least, is due to the multiplication 
in the system of a pathogenic organism, and in all 
of which metastatic inflammations so frequently 
occur that their presence is held to stamp the 
disorder as pyasmic, even when no evidence of a 
germ can be found." 

The case which we have to consider to-day was 
one of pure pysemia. A married woman, 24 years 
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of age, was admitted to the hospital on Deceml 
28th, 1894. On November i8th the patient 
confined of a full-term child after a difficult labonr, 
with instruments. She went on well until about 
the end of November, when she noticed that her 
left knee waa slightly swollen. The swelling in- 
creased, and the knee became very painful. Her 
doctor painted it with iodine and applied mercmial 
ointment, but as the knee continued to get larger 
he advised her to come to the hospital. 

A week before the confinement the patient had 
been in bed with what was said to be influenza. 
The temperature went up shortly after the con- 
finement, and on the sixth or seventh day it was 
decided to clear oat the uterus, which was done 
on the ninth day by curetting it and syrin^g 
with iodine lotion. The discharge was not offen- 
sive, bat a small piece of placenta was removed. 
The next day the temperature stood at 103° ; on 
December ist it fell to 99.8' ; the next morning it 
rose to 103,8", and it was on the ist of December 
that the pain appeared in the knee. Between the 
2nd and iSth of December the temperature varied, 
was normal on three occasions, and generally 
ranged between 100° and 103", The first child 
was born two or three years ago, when there were 
no instruments used, the delivery being easy. 
The patient had a miscarriage at two or three 
months in November 1893, and had a second 
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child in November 1894, from wMch illness the 
present case dates. 

When she was admitted to the hospital, we 
fonnd a young woman, well developed, but rather 
pallid and of a yellowish tint ; she was in bed, and 
one knee was enormously swollen. There could 
be no question that the knee contained fluid, and 
from the history of the case I was quite certain 
that it must be pus. Accordingly, we gave the 
patient an anaesthetic, and made a free incision on 
each side of the affected knee, and let out twenty- 
seven ounces of pns. Large drainage-tubes were 
inserted, and pushed well np into the pouches of 
the joint. The jomt was syringed out with a 
weak carbolic lotion, and dressed with tarred 
oakam pads. So far as the knee went, nothing 
could have done better. It was syringed ont 
twice a day, and the tubes were kept in for some 
time, and then removed. Really, so far as we 
could see, everything went well with regard to the 
knee. The wounds practically healed, and when 
the patient died the continuity of the joint had 
been quite restored. But the patient never rallied 
as I hoped she would have done. The beat proof 
is the temperature table. You will see that the 
temperature at the operation was roi°, then it 
dropped, then oacillated for the next day or two, 
after which it rose to 102°. It again worked np 
and down, and on the 3rd of January it reached 
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103.5°. Against that, in my own handwriting, is 
the note " Chriatmaa-tree." Thia waa becanae I 
thought and hoped that the excitement and bustle 
in the ward due to the Christmas- tree festivities 
might have eent her temperature up. But the 
tfmperature did not come down ; as you see, It 
kifpt np to between 102° and 103°. It did once 
drop jnst below the normal, but on the whole it 
has maintained the characteristic rise and fall of a 
blood disease. And here, at the end, when the 
patient was much weakened, we find at times the 
temperature falling below normal. She at last 
died on February 4th, having been in the hospital 
thirty-nine days, 

Tou have all Been the patient, and I hope yon 
have studied her appearance, because it was veryJ 
characteristic. Now, cases of this kind are aim 
hopeless from the first — that is to say, if they aro:^ 
bvTid fide cases of pysemia. I have seen oases 
pyremia recover, but the majority are almost C 
tain to die. But that does not absolve us from-l 
the necessity of trying to save them if possibly* 
aud the way to save them is to evacuate the pn^ff 
and to take the strictest precautions to keep t 
patient's wound aseptic, and then to adopt 1 
stimulant and tonic plan of treatment. The fira 
time I saw the patient, after opening the knee I 
ordered her to have 5-grain doses of quinine^ 
which she was to take every four hours, and I pot 
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ounces of brandy at once. In giving 
brandy you should not give it by tablespoonfuls, 
but by teaspoonfula, since it is better for a patient 
suffering from blood-poisoning that the necessary 
stimulant should be taken in small but repeated 
doses. This patient had two teaspoonfuls of 
brandy every hour or two hours, according to cir- 
comstancea. A teaspoonful of brandy every hour 
for twenty-four hours equals three ounces per diem, 
80 that two every hour make six ounces. We had 
afterwards to increase the amount to nine ounces 
in the twenty-four hours, but we did not exceed 
that. When I was a student, the late Dr. Todd 
was promulgating the doctrine that stimulant 
treatment was the treatment for all acute diseases 
aad in some ways, no doubt, he carried his views 
to excess ; but, at any rate, he taught surgeons 
that brandy or some form of stimulant is the 
medicine in cases of blood-poisoning. I am quite 
sure of this, that I have seen cases which have 
been saved by stimulant treatment, particularly 
cases of septicemia, and occasionally a case of 
pyaemia. In the present case we did all that could 
be done, getting her to take all the nourishment 
she could, and giving her stout in addition to help 
the food down. 

We were constantly on the looknDut for secondary 
abscesses. I had her lunga carefully examined ; I 
examined her abdomen, and found she had a largo 



i^^ 



346 ON A CASE OF PYEMIA. 

liver. But it was not till we were in the postn 
mortem room that we became aware that there 
was a secondary abscess in the region of the 
ahoalder. Now that abscesB, I am quite 
mast have formed within fort.y-eight hours of her 
death. If it had been form.ed before, I am certain 
it would have been noticed by the nurses or the 
sister. The patient was in a state of coma for 
sixty hours before death, and it is nearly certain 
that the abscess formed within the last two daja 
of the patient'fi life. We opened the abscess in 
the post-mortem room, and found that it contained 
about six ounces of thick green pus, of peculiar 
odour. The abscess was lying beneath the deltoici, 
and also beneath the periosteum of the humerus, 
the bone around being necrosed. The shoulder- 
joint was not diseased, as the abscess was outside 
it. As to the knee, we examined it, and found, 
on turning back the skin, that there was a small 
collection of matter on the inner side, below the 
joint which had been laid open. This abscess 
in the tissues which had not been interfered 
by the two incisions at the operation. When 
came to open the knee-joint we found it as heall 
as could be. My fingers had been in the joi 
my house-surgeon had his fingers in the joil 
and we had drainage tubes in it, yet, notwil 
standing all that, there was not the slight 
change in the synovial membrane or in the 
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lages — in fact, there was really nothing the matter 
with the joint. 

We went on to see if there was any trouble 
elsewhere. The liver weighed 6 lbs, 4 ozs., and 
was soft, large, and pale ; it did not present the 
appearance of a hob-nail liver, and yet I cannot 
help thinking it was connected, in some sort of 
way, with drink. Taking into consideration the 
state of the liver and kidneys, I am of opinion 
that the woman must have indnlged in alcohol. 
We then found that the spleen was enlarged, and 
slightly softer than normal. The pericardinm 
contained very little fluid, and the heart was 
normal. The right lung was also normal, while 
the left showed a small area of congestion near 
the base at the back. The pleuree were healthy. 

Now we come to the important point as to what 
was found in the pelvis. The uterus measured 
2| X i| inches, and, except for a few peritoneal 
web-like adhesions attached to the posterior sur- 
face, appeared to be quite healthy externally. On 
laying the uterus open, the placenta seemed to 
have been attached to the upper part of the 
posterior wall, and the placental site appeared to 
be healthy. On section, the uterine wall appeared 
to be normal for the period after delivery. There 
were no thrombi to be seen in the venous sinuses 
of the uterine wall. The Fallopian tubes were 
norma!. The left ovary contained a corp^is httcuin, 
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J incli across. The ovaries were healthy. Ther^H 
was no lesion of the vaginal mucous membran^^^l 
but the cervix had been torn bi-laterally, I thinlf^B 
that is most important. It seems to me that tiie ^ 



I 



mischief must have spread from that, rather than 
from the patch of retained placenta. I shonld 
imagine that little bits of placenta come awaj 
without much harm resulting sometimes, and it 
really appears as if the retained portion of the 
placenta was not the source of the evil, as the 
sinuses of the uterus were perfectly healthy. The 
left uterine veins were thrombosed in the broad 
ligament, ond contained broken-down clot. A 
similar clot was present in the internal iliac, 
the common iliac, external iUac, and femoral veins, 
as far as the middle of the thigh. Their contents 
were more purulent than those of the uterine veins. 
There was slight thickening of the tissues in the 
pelvic wall, round the left internal iliac vein. 

Although, therefore, this patient survived her 
confinement from November iSth till February 
4th, the mischief was entirely connected with the 
delivery, and she died from thrombosis of the 
veins and from pyemia — the result of the breaking 
down of these clots. In this preparation from the 
museum you see veins from a leg with thrombosis 
aud phlebitis. The patient died from erysipelas 
and pyaemia after amputation of the great t 
Remember that the mere formation of thrombi H 
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a vein ia by no means a very serious tting. We 
are constantly Laving patients with thrombosis of 
the saphena vein, an ordinary case of varicose 
veins in which thrombosis may occur accidentally. 
These get perfectly well, because the clot is not 
aeptic, but a septic clot is sure to break down, and a 
condition of pyemia is then produced. 

Of course the word " pyaemia " is a misnomer. 
It was formerly thought that pos cells conld be seen 
in the blood. The early microscopists mistook 
the ordinary white corpnscles of the blood for pus 
cells, and it was said that pytemia could be detected 
by seeing the cells floating in the blood. We 
know now that pus does not circulate in the blood ; 
but that the tendency is for pus to be secreted, 
owing to the poisoning of the blood circulating 
through tlie body. Especially is this tendency 
most marked where there is great vascularity. 
Yon therefore expect this secondary deposit in a 
large joint, and the knee-joiot is one of the largest. 
Next to the knee-Joint it may be found most com- 
monly in the shoulder, and very commonly we 
find secondary abscesses in the liver ; but I had 
this liver very carefully searched, and could find 
nothing of the sort. So also in the spleen, in the 
lungs, and in the kidneys these abscesses some- 
times occur, but there was no evidence of that. 

II have been speaking till now of fatal cases of 
pycemia ; but a year ago we had in this hospital a 
^ i 
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case somewhat similar, whicli, however, was not 
fatal. The patient was a young woman of 22. 
married. She had never had any illness before, 
and had a child on December 27th, 1893. Fonr 
days afterwards she noticed that her hand and 
arm were swollen and very painfol. This gradn- 
ally grew worse till the following week, when re 
opening waa made in her wrist by her doctor— I 
think it was her left wrist — a large quantity of 
pus and blood was drawn off, and a fomentation 
applied. The swelling in the arm subsided, and 
the patient felt a good deal easier. On the 13th 
January, 1894, the patient began to feel some 
pain in the right hip, which prevented her walk- 
ing ; it was swollen and very tender. She had 
rigors soon after she had noticed the aweUing of 
the arm, and had theae attacks two or three days 
before the incisions were made in the wrist, and 
they lasted the entire day. She was admitted 
here on January 27th, 1894. This happened to 
be a Wednesday, and I did not see her until the 
following Friday, the 29th. When I aaw her, tie 
condition was that of a fairly well nourished 
woman of 22, with no excess of subcutaneous fat, 
the face was rather pale, mucous membranes also 
pale. On admission her temperature waa 103°, 
which fell early on the 28th January to 100°. 
rose in the evening, however, to 1024', and 
the morning of the 29th of January was loo', 
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There was no tenderness on deep pressure above 
the pubes, the uterus could not be felt through 
the abdomen, and on vaginal examination nothing 
could be felt abnonoal ; the breasts were typical 
of lactation, and not painful. The left wrist was 
swollen and tender, and there were two sore 
places covered with rather pale granulations, one 
at the base of the first metacarpal, and another 
an inch in front of it. The anterior sore was an 
inch and a half across ; the posterior sore seemed 
to lead into a sinus, from which turbid fluid 
escaped on moving the hand. A probe passed 
the distance of one inch inwards, and touched on 
bare carious bone. The right hip was very pain- 
ful and tender, and was moat comfortable when 
extended and inverted. It could be flexed, but 
movement of the joint was painful, though not 
severely so, and the joint was by no means fixed. 
Jarring the head of the femur against the aceta- 
bulum did not cause pain, and there was no 
grating in the joint. The front of the joint was 
slightly tender, but was not swollen. The gap 
between the ischial tuberosity and the great tro- 
chanter was filled up by an extremely tender 
awelling, in which fluctuation could be obtained. 

Here was a case with a history of a confinement, 
with an abscess in the left wrist, and i 
in the right hip, and when I saw the patient hei 
condition waa very serious. Her temperature 
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was then up to 103°, and altogether ahe was ex- 
ceedingly ill. It became a nice question — Was 
that matter in connection with her hip-joint or 
not ? I concluded that it was not in direct com- 
munication with the joint, but waa outside it. lu 
arriving at this conclusion I, in the first plaw. 
went by the movements of the hip, and in thf 
second place by the inversion of the thigh. If 
the joint was full of matt«r, I should have 
expected to find it everted ; but, on the contrary, 
it was inverted, and there was also the soft swell- 
ing between the ischial tuberosity and the great 
trochanter. So I had the patient brought down 
into the theatre, an anajsthetic waa given, and I 
punctured with a large aspirator needle and found 
that I got matter. Thereupon I made a free 
incision and introduced my finger, and although 
the matter was under the glutei muscles the joint 
itself was not involved, and I carefully abstained 
from opening into it. Then I turned my atten- 
tion to the wrist. I found the scaphoid bone was 
loose and carious, and I therefore took it out, bnt 
the other carpal bones were left. I had the hand 
put up on a back splint with the fingers extended, 
and I hoped the result would be a useful hand. 
As regards the bnttocb, after gently scraping the 
cavity with a sharp spoon, and thoroughly syringing 
out with carbolic lotion, a large drainage tnbe 
put in. We then pursued the same treatmi 
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internally as in the other case— five graina of 
quinine, with thirty minims of dilute hydrobromic 
acid, in an ounce of water. This was at first 
ordered three times a day, and then I find I 
altered it myself to every eight hours. I did that 
because when you give quinine in large doses you 
want the doses distributed over the whole twenty- 
four hours, and that is an important point. I 
also gave her four ounces of brandy per client. 
That woman recovered; she got perfectly well, 
and went out. The abscess at the hip closed and 
filled up, and the abscess at the wrist closed also. 
Although she had some little deformity and slight 
stiffness, she went oat perfectly able to walk and 
in very good health, after being in the hospital 
fifty-two days. So yoti see it is possible for a 
patient to recover, even after pytemia, though of 
course a good deal depends on the previous con- 
dition of the individual. 

Let me give here, in illustration, another little 
extract from the article on pyemia : — " It is even 
probable, as showing the influence of these pre- 
disposing causes, that the tissues of the human 
body, so long as they are healthy, possess the 
power of resisting the action of these germs — 
perhaps even of destroying them. Burdon San- 
derson has shown, with regard to bacteria produc- 
ing the poison of septic intoxication, that even if 
they do enter they have no effect on the healthy 
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organism ; and bhis principle may have a mnch 
wider range of application, serving, for example, 
to explain the susceptibility to scarlatina of 
patients suffering from traumatic fever." Let me 
here say that neither of these women was in pe> 
feet health — they had both gone throngh the 
perils of childbirth, and were therefore predis- 
posed to the attack of an unhealthy action. We 
all know, or ought to know, that puerperal women 
are especially liable to an attack of any disease 
which is near them, and it is for that reason we 
exercise such great care. No man is justified in 
going to a ]juerperal woman's bedside after having 
seen recently any infections case ; the disease 
would probably be taken, and the patient would 
be sure to do badly. 

Let me aay one word with regard to these 
whether they be of septictemia or pysemia, 
cannot go wrong if you use vigorously supporting 
and stimulating treatment. The younger genera- 
tion of medical men does not appear to be always 
clear on this point. Some years ago I was calif 
to see a gentleman who had clearly got pysei 
or septicfemia, and I was inclined to believe 
septicaemia. When I met the doctor I a: 
what the case was. He said, " a bad case of 
ticEemia, and I am afraid he will die." I saw 
patient, and I also was afraid he would die. 
asked the doctor what he had been doing for 
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to which he replied: "I am giving him one grain 
of carbolic acid three times a day." I did not say 
anything, it would have been of no use ; the 
medical man eindently had not grasped the situa- 
tion. I only said it was very good treatment so 
far as it went, and added, " If you will get home 
as soon as you can and send a messenger over 
with Borae five-grain powders of quinine, I wilt, in 
the meantime, get up some champagne from the 
cellar and see what wo can do." Now, here was 
a rich man, dangerously ill, with any amount of 
stimulant ready to hand, and yet he had never 
been offered any. Well, I got np the champagne 
and gave some to my patient, at the same time 
impresBing upon his wife to go on with the cham- 
pagne and to add brandy to it, giving him soup 
and everything nourishing. But the end of it was 
the poor fellow died. I did what I could to cover 
the retreat, but it was not of much use, for the 
friends of the patient, naturally enough, said, " It 
is all very well, you may say what you like ; the 
doctor may have done all that he could according 
to his knowledge and power, yet it is perfectly 
obvious that Mr. Heath took a different view, as 
any one can see from his change in the treatment." 
What is it possible for any one to say in a case like 
that ? Fortunately the thing blew over, but the 
fact remains that the patient's life was probably 
lost from the case not having been taken in time. 
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In the case of the woman with the bad knee, 
the gentleman who attended her had obvionely 
not recognised what was the matter with the 
knee. You can see this from hia having used 
iodine and Scott's dressing. I do not like the use 
of iodine myself, and, as for Scott's dressing, it is 
a remedy useful only in its proper place ; but 
where you have an acute case, with fluid in the 
joint, the probability is that there is pus, and 
there can be no question about the treatment. 
Tou will have noticed that in the second case I 
used an aspirator needle, though I was sure there 
was matter there, I should strongly advise you, 
before you lay open a joint, to use an aspirator 
needle, to make quite sure it is matter before 
making a free incision. In aspirating use a large 
needle. I was once myself unintentionally misled 
by a practitioner over a case of perityphlitis. He 
assured me that he had aspirated and found pus, 
but when I made an incision there was none. 
The mistake arose from the practitioner using a 
hypodermic needle. This had been carefully 
cleansed with carbolic lotion, and serous Huid 
passing through a small needle recently cleansed 
with carbolic gives an appearance very like pua, 
[ and probably led to the mistake. The proper 
I treatment ia to open freely every abscess in a 
I case of pysamia as soon as it ia formed. I regret 
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woman's shonlder, bnt there is no donbt it formed 
very late in her life, and the omission made no 
difference. The only wonder is that she lived as 
long as she did. More could not have been done 
for her, as the case was hopeless from the 
beginning. 

It ia worth while to always make a good fight, 
however, because every now and then yon will 
sncceed in pulling a patient through, although I 
am sorry to say our efforts in this case were of 
no avail. 



LATERAL CUEVATURE OF THE 
SPINE. 



(JESTLEMEN, — We have in the ward a young woi 
with lateral curvature of the spine, a mala^ 
which cornea under notice far more freqneutlj 
in private than in hospital practice. We are oft«n 
asked by anxious mothers if there is anything: 
wrong with their childre.n's backs, and this anxiety 
is not unnatural. Few backs are quite straight^ 
and in many young people there is a strong tt 
dency for the trunk to lose its habitual equilibrium 
and for the spine to lose its perfect straightne 
We meet with two classes of lateral curvature, a 
cording as the curvature begins in the the doraW 
or in the lumbar region. A common instance o 
the first class is in a girl, say of i6; the dres^ 
maker says : " Your shoulder is growing out," aai 
in most cases it is the right blade-bone whidl 
ia more prominent than the left. The mother i 
alarmed, and at once takes her daughter to ha 
doctor for examination. 

Now, you can examine a girl's spine withon: 
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^■jKiy nnpleasant exjxjsure, if the clothes are pro- 
^Pperly pinned up round the pelvis. , I show you 
^here a diagram of the back of a healthy woman. 
Note that under normal conditions the acapulse 
above, and the folds of the buttocks below, are 
perfectly level. But if one foot is placed upon a 
book the crest of the ilium is raised, the pelvis is 
sloping, and a curve is prodnced in the lumbar 
Bpine. This fact is important, because in many 
of these cases the pelvis is not straight, one leg 
being a little longer than the other. Few persons 
have eyes of precisely the same focus, and few 
have legs of quite the same length. A trifling 
illness in early life, with pain in one leg, perhaps 
in the hip, may have checked the growth of that 
limb. The effect of even a shght difference in 
length is to cause a tilt of the pelvis, the lower 
side corresponding to the shorter leg. 

The tilt of the pelvis accounts for the lumbar 
cui-ve, but it only accounts for the dorsal curve 
when that is secondary to the lumbar curve, and 
is in the opposite dii'ection, to preserve the equi- 
librium of the trunk. 

There is another class of cases, however, in 
which the dorsal curve comes first. A curve may 
begin there in consequence of a severe attack of 
pleurisy or from an empyema, which leads to n 
contraction of one side of the thorax ; but quite 
apart from this we have curvature beginning in 
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the dorsal spine, and I believe the correct explan- 
ation is that which has been given by Mr. Barwell. 
The serratus magnaa, which determines the fixa- 
tion of the scapula in the movements of the arm, 
tends to pull the ribs into an abnormal position if 
more work ia thrown on one side than on the 
other. The connection of the ribs with the 
vertebrae cansea the action of the serratus on the 
ribs to produce a rotation of the vertebrte on their 
vertical axes. The altered position of the rihs 
involves an undue prominence of the acapnia oa 
that side, and then the girl's shoulder is said to 
grow out. But other canses are often in operation. 
Habitual muscular action is often influential, 
and many young girls have more work put upon 
them than they can stand. Among the poor they 
are set to cany children almost as big as them- 
selves, and in the middle and upper classes they 
are made to practise the piano for hours, or to 
draw or to write with arms and body in a harmful 
position. Especially in writing at a flat table th» 
elbow is fixed, and there is a strain on the scapu]* 
which the serratus magnus opposes by pulling on, 
the ribs, and the effect is to cause a gradual 
rotation of the vertebra. This result is slowly 
produced, bat habitual posture in the course of' 
months has a powerful effect. The ribs are drawn 
backwards and the scapula stands ont, Thit ' 
theory of the influence of the serratus magnus 
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may not be al! the triith, but after thinking the 
the matter well over I am convinced that it is 
ta-ne, and it is especially confirmed by the place at 
which this dorsal curve begins. 

On looking at the patient before yon, you see 
how the Bcapiila projects, and you can notice that 
it is doe to the backward prominence of the ribs 
under it. When the patient folds her arms and 
stoops forwards ymi see the curve in the dorsal 
spine. We can only perceive it by the spinous 
processes ; the transverse processes are concealed 
beneath the muscles, or they would show us the 
rotation of the vertebra? on which the curvature 
depends. There ia in this case a history of a 
chest illness in early childhood, which was pro- 
bably an attack of pleurisy, determining a change 
the position of the ribs, until yon now see the 
i]ltimat« consequence. 

In another patient I show you there is such a 
■curve in the lumbar spine as to bring the last rib 
side almost to the edge of the pelvis, so 
that I can hardly get my finger in between them. 
The pelvis is not level, and if I mark with chalk 
the position of the spine yon will see the curve, 
I put a book under the foot of the patient on the 
lower side, and the deformity partly disappears. 

It is important to measure the legs in these 
cases, but a little tact is wise, and it can be done 
effectually without unpleasant exposure. If you 
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try to measure the legs with a tape you are very 
likely to be misled, but make the girl lie flat o 
the floor and draw up her legs by bending her 
knees. If one knee is lower than the other, ti« J 
feet being even, that leg is shorter than the othetJ 
But a still better teat is to observe the pelvis and I 
lower part of the back when the patient is standing 
and the feet together. 

I am sorry to say that lateral curvature of the 
spine has been the cause of a system of practk 
which is a disgrace to our profession. I show y 
some of the apparatus Much as I have again ai 
again taken oS the backs of girls whos< 
were perfectly straight, 

I remember two sisters being brought to i 
titted with new instruraenta. I had the supports 
taken off and examined one girl's back, and sud; 
" She has certainly a slight curvature. 1 do nc* 
prefer the instrument she has, but it is a well- 
reci^nised method." And then I examined the 
second girl's back, and found that her back was 
perfectly straight ; there was nothing the matter 
with it. " Well," I said to her, " your back Ifl 
quite straight." " Oh, yes," she said, " I know it 
is, but the doctor said if I did not wear the appa- 
ratus it would soon be like my sister's ! " 

These spinal supports are made with the idea 
that, when you lift the girl up and hold her up 
with your hands, you straighten the back, and 
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these machines are intended to do this ; but you 
must remember that you are standing away from 
the girl, and it is another thing when you put an 
instrument upon theactnal patient herself, and ex- 
pect that to do what you have done from qnite a 
separate base. Thun you see cog-wheels to in- 
crease the pressure on the ribs, and there are 
crutches to support the arms. The gentleman 
who orders the instrument keeps the key. The 
mother and daughter have to go to him once a 
week in order that the instrument may be screwed 
up and adjusted, but a few turns reach the end of 
the adjustment, and then it is necessary for him 
to unscrew it and begin afresh. It is a monstrous 
thing, and, as far as I have seen, no good results 
from it, or can result from it, except to the pocket 
of the gentleman who ordered it and the instru- 
ment-maker who made it. There are a few, a 
Tery few, cases in which a support of this kind, 
with crutches under the arms, may be of use, but 
as a rule it is harmful. 

I do not say that I never order apparatus, but 
when there is a primary curve in the lumbar 
region all that is really necessary is to rectify the 
shortness of one leg, which is the common cause, 
by a compensating boot. But I do not compen- 
sate by adding to the boot for the shorter leg. 
If, for instance, the left is half an inch shorter 
than the other, the bootmaker should take a cor- 
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responding ainount from the heel of the rigtt 
boot. Remember that to get such & thing 
properly you must take the trouble to write dowtt 
the precise instructions as to what is to be done* 
The object is to get the peMs straight by raising, 
onelegor by lowering the other. Itisbettertofirrt' 
lessen the thickness of the sole of the boot on the 
longer leg, and only to add to that of the other if 
the first is insufficient. If an apparatus is needed 
it should be worn only in the daytime, and be 
carefully attended to so that it does not make the 
akin sore by chafing. 

Some apparatuses are simply stays with sup- 
ports added to them ; but the important thing 
that should first be attended to in such cases is to 
see that a girl has plenty of room in her clothi 
Make a girl unbutton her dress and fill 
chest by a deep inspiration. Yon will 
often find two inches between the buttons 
the button holes. When the dress is fastened 
is impossible for her to fill her chest with air, 
the first thing is to get rid of this hindrance 
expansion. The best method to adopt with si 
cases, in order to secure the filling of the chi 
with air, is to have a rope put up in some 
venient place, with knots on it. Let the g^l, 
as little on as may be, try to climb up the 
until she is on tiptoe, then take three deep breat 
and let herself down again gradually, and pi 
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sently repeat the proceeding three times. I am 
accustomed to write the directions down on paper, 
and make her keep it in her bedroom. It is well 
to write these things down with every formality, 
as if it were a prescription. The patients may 
not carry out year prescription, bnt they are more 
likely to do so if you go through the formality. 

Next, it is most important that the patient 
should avoid any habit tending to throw work on 
one shoulder more than on the other. Too much 
work should not be thrown upon the muscles of 
the back. In piano playing, for instance, it 
IB well that the back should have a firm support 
behind it, and when children play the piano take 
care that the feet are always upon a stool and not 
dangling down. Take care also that all writing 
and drawing ia done at a sloping desk, the girl 
sitting on a chair that is not too high. 

With regard to exercise in these cases, if the 
patient can ride a horse or a pony it is a good 
thing, but a girl should not always ride with the 
crutch of the saddle on the same side. Small side 
Baddies are made for children with a crutch that 
can be shifted. 

Shall the girl be made to lie down or not ? I 

believe that lying down ia not of the slightest use 

in these cases. The practice is an old one, and it 

^L;Qnquestionably rests the muscles, and it is wise 

^Kto make a girl lie down for an hour after a ride or 



366 OS LATERAL CURVATURE OF THE SPINE. 

walk, but simply to rest the muscles, and not 
with the view of acting on the spine. 

Snchia the general treatment of these cases. As 
far as you can, avoid special stays. There are 
some severe cases which require instrumental 
supports, especially cases in which bony deformity 
has resulted from rickets ; but you shonM aasnre 
the parents that they are not to cure the disfigure- 
ment, but simply to prevent it becoming worse. 

Some years ago I served on a committee ap- 
pointed by the Clinical Society to consider the 
question of the treatment of lateral earvatnre of 
the spine, and I will read to you some of the 
conclusions we came to.* 

"Cases without Osseoiut Deformity, — The Com- 
mittee feel that while gymnastic exercises prort 
very useful in a great many cases of pronounce 
lateral curvature by improving the musculi 
power aud relieving pain, yet that it is essentially 
in cases without osseous deformity, and when tht 
curvature depends on flaccid muscles, relaxed ligai 
ments, and on a general want of tone of th< 
system, that this plan is indicated, and most likelj 
to prove beneficial and even curative. Moreover 
it seems not improbable that the use of mechanical 
supports iu such cases tends to maintain the curvs^ 
ture by preventing or limiting voluntary musculfti 
action, and thus withdrawing from the musch 
• Clin. Soc. TVaiis.xxi. 



ON LATERAL CDEVATURE OF THE SPINE. 367 

their natural stimulus to action and liealthy tone. 
On the other hand, there are casps of lateral 
cnrvature in children too young to appreciate the 
dangers of faulty positions, and too weakly to 
keep themaelpes in improved positions after 
drilling without some extraneous aid. In such 
cases some means additional to exercises may be 
necessary to prevent the assumption of these 
faulty positions. 

" Cnses mtk Osseous Oeformiti/.— For cases in 
which there is naore or less well-marked osseous 
deformity treatment must necessarily vary ac- 
cording to the special needs of the case, a cure of 
the deformity, or even much alleviation, being 
quite impossible. In many of these cases the 
patient complains of pain, which pain is relieved 
by the use of a well-adjusted support, a fact to 
which the Committee can testify from personal 
observation. On the other hand, the Committee 
liave seengreat relief to pain afforded by gymnastic 
exercises without the nse of mechanical supports. 
It seems very doubtful whether any real or lasting 
improvement is procurable, by any method of 
treatment whatever, in the later stages of snch 
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STONE m THE BLADDER. 



Gentlemen, — On Wednesday you saw me remove 
these three stones from the bladder of a patient 
aged 45. He was admitted into the hospital from 
the Out-patient Department, where he presented 
himself complaining of pain about the bladder and 
trouble generally of the urinary organs ; and from 
the symptoms he gave Mr. Drew thought it right 
to examine his bladder, and, on sounding, imme- 
diately detected the presence of a stone, and sent 
him into the ward. I proceeded to examine his 
bladder with a sound; andl then, without difficulty, 
detected a good-sized stone. Under these con- 
ditions, and, taking into consideration the fact 
that his urine was only slightly acid, and that it 
was very cloudy, with a good deal of bladder 
irritation, I decided on performing a aupra-pnbic 
lithotomy rather than lithotrity. That operation 
I did on May 8th quite successfully ; and you 
have just seen the man— iive days later — lying in 
bed perfectly well and practically cured. All 
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^KiaYe done to-day is to remove the tube which was 
^Kntroduced at the time of the operation. 
B With regard to the Bymptoms of stone, you must 
remember that we constantly have patients coming 
here who think they have stone and who have not. 
You will recollect that only a week ago I sounded 
a man who was sent here under the impression 
that he was suffering from atone in the bladder, 
and you must remember that every one, I do not 
care who it is, occasionally makes a mistake in 
overlooking a stone. It ia just as well, however, 
not to be too cocksure about the business, and 
decide as to the absence of a stone on one exami- 
nation only ; and I therefore told that patient to 
come again, that I might examine him under 
chloroform, so as to make quite certain. 

Now the symptoms of stone are these : You 
find in the first place that the patient has increased 
frequency of micturition, and further that the 
frequency is more noticeable by day than during 
the night, which is just the reverse of what occurs 
in a patient with an enlarged prostate. A prostatic 
case is always worse at night, and gets completely 
worn out by his rest being broken through 
constantly getting up during the night ; while on 
the other hand a stone case, once in bed and at 
rest, gets quite comfortable and his pain leaves 
cliim, but if he has to be about in the daytimf. 
■ And especially if he has to go through any 



570 ON STONE IN THE BLADDER. 

violent exertion, the pain naturally comes on 



A man suffering from stone in the bladder 
becomes very artful. He will tell you that he can 
ride in a tram without any inconvenience, but thai 
he cannot manage an omnibus : obviously the tram 
l>e!ng smoother in its motion makes all theu 
difference. He knows, too, from experience th«^ 
he has more pain when he empties his bladdn 
the reason being, of course, that the empty bladda 
comes in contact with the calculus, and thus paisl 
is produced, which is referred ven,- generally to 1 
the end of the penis. In children that is very 
marked, and you see that a child will pull at its 
penis, and sometimes elongate the foreskin very 
considerably, from the irritation arising from a 
stone ; and you will find every now and then that. 
a child is circumcised under the impression that it 
is suffering from an elongated foreskin, while it 
really has stone in the bladder. 

After that the nest most important symptom is 
the occasional passage of blood. The patient 
passes every now and then a little blood, and more 
particularly after any exertion. Your patient will 
recognise this relation of blood to exertion, and, if 
a hunting man, will say that he notices if ha has 
had a hard run that the bleeding is worse thail 
when he has had a quiet day. 

If you have, then, these symptoms — increased 
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frequency of micturition, pain after emptying the 
bladder, pain at the end of the peniB, and 
occasional passage of blood — you will conclude 
that the patient probably has a atom', and you 
will be quite justified in sounding that patient; 
and you wilt have no difficulty in touching the 
stone if it is anything of a size. 

Now, you may remember a case in No. I Ward 
sent np to me last winter by a medical man, who 
said he thonght the patient had stone in the 
bladder. I sounded him in the ward and could 
not find any stone ; still, following the rule to 
sound a second time under chloroform, I had him 
brought into the theatre, and sounded him with a 
lithotrite, and found, rather to my surprise, that 
the lithotrite had caught a small stone, which I at 
once crushed and extracted. It was so small that 
I had failed to detect it with a sound ; but when 
the stone is of any size, such as these three, you 
can have but little difficulty unless there is an 
enlarged prostate. And then there cornea in this 
fallacy : The surgpon, in the caae of an enlarged 
prostate, may not push the sound completely into 
the bladder. He uses the sound in the usual 
fashion, rotating it in the prostatic urethra, and 
may easily fancy that there is no stone present: 
but if he pushed the sound well up into the 
bladder he would find the stone. You should 
make sure, therefore, that you have pushed the 



372 ON STONE IN THE BLA.DDEK. 

90Diid well op into the bladder, and, directly the 
soond Laa entered, turn it down and explore behind 
the prostate. Then cornea the qnestion. Shall you 
or shall yon not have some water in the bladder? 
Well, yon ought to have some, and I take it that 
whatever is in the bladder at the time will 
probably be enough, but if you fail to detect the 
stone there may be more water than yon want, so 
it is convenient to use a hollow sound to enabls_ 
you to draw the water off, and as you do so yolH 
may feel the stone click against the sound. It ifl 
possible, of course, to make a mistake. It har^ 
happened that growths in the bladder, which are 
coated with phosphates, have been mistaken for 
atone. It is said, too, that in the case of children 
mistakes may arise through the sound striking the 
pelvis. In this particular case there was no 
qnestion at all. Here was a man of 45 years of _ 
^s with a large atone in his bladder, and I then 
fore resolved to do the supra-pubic operation. 

THB SUPRA-PUBIC OPERATION, 

Thia operation is a revival of a very old pro 
I operation which was done, so far t 
we can tell, abont the year ig6o by a Freni^ 
surgeon, Pierre Franco, and it appears to han 
arisen in this way : He was going to remove 4 
atone by the perineal operation, but found that i 
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was BO largi; that lie could not do so ; and then he 
found that the stone could be easily pushed up 
above the pubes, and accordingly he cut down upon 
it there and took it out without difficulty, and the 
patient did perfectly well. 

Cheselden, who was a great lithotomist in this 
country about the year 1700, and whose bust you 
may see at St. Thomas's Hospital, and whose 
portrait, when you are fortunate enough to get 
your diploma, you will see in the Council Room 
at the College of Surgeons, took up the operation, 
and then seems to have abandoned it in favour 
of the lateral perineal operation. Although the 
operation of supra-pubic lithotomy was occasionally 
performed after its first introduction, for the last 
250 years the operation has practically been 
disused. What brought it into notice again was 
this : that a British anatomist. Dr. Garson, drew 
attention in the Edinlnirgh Medical Jani-val for 
October 1878, to the effect on the bladder of 
distending the rectum. 

Here is Dr. Garson's diagram of a frozen section 
of the bladder and rectum in their natural pofli- 
tions, and in this other diagram is shown the effect 
of the distension of both viscera : the front of the 
bladder is in contact with the anterior wall of the 
abdomen, and yon will notice that the apace 
L^tween the peritonenm and the top of the 
ypnbeB is about i^ inch, which would be qnit« 

L u 
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sufficient to allow of a supra-pubic lithotomy (Tigs. 
24, 25). 

This paper did not attract much attentaj 
among surgeons, but, two years afterward8,in l8i 
Petersen, a Danish surgeon, of Kiel, quite i 
pendently promulgated the notion that if ; 
distended the rectum, and at the same time i 
bladder, you would get the effect which Dr. Gars 
had already pointed out. So Petersen in' 
the rectal bag, which is a sausage-shaped or conioi 
india-rubber ball, to be introduced into the rectni 
and distended with fluid, and the bladder, beinf^ 
also filled, is raised, and the peritoneum is thui 
pushed up out of the way. This plan gave i 
great impetus to the operation, and it has bee 
very generally employed since in this country andl 
in other countries, and with very great auccesa. 
But you may have noticed that I did not use 
Petersen's bag, and that I did not distend the 
bladder with water, but that I preferred distension 
with air. It is the first time I have done it, and 
I think it is an extremely good plan. The 
suggestion was made by Bristowe of Brooklyn, to 
Dr. Keen of Philadelphia, who was, I believe, the 
Krst to employ air. You saw that I put a catheter 
into the urethra, and, having first washed out the 
bladder as a precautionary measure, I then emptied 
the bladder again and distended it with air, and 
purposely left the catheter still in so that 
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put more air in if necessary, and alao that I might 
use the catheter to raise the apex of the bladder if 
I wanted to do so. Having felt that the bladder 
was fairly well distended, I made an incision in 
mediately above and on to the pubes about j 
inches in length. I then worked in carefol 
between the muscles, and having exposed the f 
and cellnlar tissue I came on the bladder with G 
finger, and then, in order to keep it within r 
I passed two threads with a curved needle, one fl 
each side, to hold the bladder in position : next 1 
scraped a little on to the muscular fibres of t 
bladder, taking care to avoid some veins, and for 
this I used a little ivory instrument, which was a 
suggestion of Sir Henry Thompson's. I was then 
able to open the bladder in the middle line without 
any difficulty, and the air immediately escaped. 

There is this advantage of the air over the water 
distension, that the air escapes easily and tlierc is 
no mess. There is alao another consideration : if 
there is a sndden rush of water it may wash out 
with it a small calculus, which may get lost. Now 
this actually occurred to an eminent surgeon, r 
friend of mine, who in the presence of a large 
class opened a bladder for stone and no stone 
could be found. My friend was quite sure that be 
had felt the stone but he could not find it, and he 
went away in great dudgeon ; but the stone 
was found afterwards in the blanket of the 
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patient, having been washed out in the rnah « ' 
water. 

Here let me aay that no one, however emineid 
he may be, ia justified in cutting into a bladdef 
for Etone under any circumstances whatever with- 
out first sounding the patient at the time of tha 
operation. It is one of the rules of surger/i 
which ought never to be forgotten, that you are 
bound to sound the patient on the table. It it 
not sufficient to have sounded the patient t 
before ; it must be done at th^ moment of th( 
operation. It occurred once to Listen, here it 
tbis theatre, on sounding a child's bladder not t 
lind a stone ; he sent the child away to bed, i ^^ 
again sounded him the following week, and foum 
a stone easily and removed it, and I give you tha 
as an example of what ought to be done. I hav 
known a surgeon cut into a bladder for atom 
being contented with somebody else having sor 
days before sounded the patient, and in that pt 
ticular case there was no stone in the bladder. 

In regard to the after-treatment I have I 
little to say. We put in a flanged india-rubtx 
tube, and we fastened a sheet of oil-silk beneat 
the flange and attached it to the pubes wit 
plaster. The man has been lying perfectly di 
and comfortable in bed, the urine being soaked O 
by moss pads, and to-day we have removed t 
tube, and in another week or so the opening y 
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e closed up. The patient was relieved from all 
tain, aad has eaten and slept well from the first. 
Then with regard to the mechanical part of the 
leration. In the first place, you may have 
iticed that I stood, as I always do, on the 
^ient's right hand. It is ranch more convenient 
wlien you sound a patient to stand on the right ; 
J the sound in your left hand to pass it along 
urethra, and then into your right hand to 
enter the bladder and sound. That is what I did 
with the silver catheter which I used as a sound ; 
then, still standing on the right side, I made my 
incision from above downwards, and I found np 
difficulty in slipping over my finger a pair of 
slightly curved forceps, and picking out the three 
calculi one after the other. The largest weighs 
247 grains, the next 93 grains, and the smallest 
36 grains, or a total of 376 grains. Now it is not 
always quite so easy to pick stones out of a bladder, 
for you may have to deal with a very rough 
calculus, a mulberry stone, which may be partially 
adherent to the coats of the bladder, or again you 
might have a stone which has become encysted, 
that is to say, where the stone is in a pouch from 
which you have to dislodge it with a scoop. Or it 
may happen to you, as it did to me once, to 1 
so large a stone to remove as to make it difficult 
to take it away. Here is the stone, which weighs 
nearly 1 1 ounces, and that stone I took oat of the 
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bladder of a patient in the year 1890 — on a Sund^ 
I remember, and I never had such a sultry a 
qood'b work in my life. 

The remarkable thing about the case was thi 
the patient had suffered from urinary eymptomi 
all his life, and the medical man who called me il 
had brought him into the world. The patient h 
always been a weakly lad and troubled with hie 
waterworks, and yet for over thirty years, with 
these symptoms continually present, the patieEi 
had never been sounded. The probability is that 
the stone was there very early in the patient's 
life — possibly at birth even, for such a thing no 
doubt does occur. Immediately after the opera- 
tion the patient did fairly well ; but he only lived 
for three weeks, gradually sinking, worn out with 
kidney disease. 

So much then for the operation of supra-pabi 
lithotomy, which I must say is an exceed! 
one if properly done ; bat it is possible to mal 
mistakes in it as in any other operation, I hM 
myself seen the peritoneum opened in this opei 
tion, and it ia naturally a thing t-o avoid. It i 
well to remember that you should always i 
deavour to have the bladder in as healthy a a 
as possible, so that if the peritoneum is opened I 
little harm may follow as possible. In the case] 
mention the peritoneum was opened and 
bowels were exposed, but it was carefully washel 
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out &nd then stitched ap, and no harm came : 

still it is a very great point not to open the peri- 
toneum. 

CHANGES IN THE METHOD OF TREATING STONE. 

Now just a word with regard to the changes 
which have taken place of late years id the treat- 
ment of atone. You are most of you probably aware 
that this theatre was the place where the f^eat 
Robert liiston did most of his operations from 1836 
to 1847, when he died ; and it was crowded week 
after week by students and practitioners anxious 
to see Liston operate. I suppose he was one of the 
greatest lithotomiats that ever lived; he had a 
very large number of cases of lithotomy and 
enjoyed very great success. The operation he 
performed was the lateral operation, and being a 
very powerful man, he cut boldly into the bladder, 
and then with a large pair of forceps he grasped 
the stone and somewhat roughly drew it out. 
Yon must remember that the bulk of his opera- 
tions were done before the days of anesthetics, 
when rapidity was a very great point. The 
patient was held by force in the lithotomy posi- 
tion, and the surgeon was naturally anxious to be 
as rapid as possible and thus save prolonged 
^ suflering. 
H Let me say, apropon, that I think it is much to 
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be regretted that Mr. Pepya, who wrote Prpi/.s'x 
Diitry — and I presume you all are acquainted with 
that claasic— was not keeping his diary at the time 
he was cut for stone, about the year 1660. He 
alludes to the fact indeed very often, bnt he did 
not beo^n his diary till two years after he was cut 
It would have been extremely interesting if a mao 
like Pepys, who could so accurately describe even 
the smallest detail of his domestic life, had been 
able to give us his account of what he felt during 
the operation of lithotomy. 

After Liaton'a death, when ansesthetica came 
more into vogue, of course rapidity was not so 
much sought after ; and Sir William Fergnsson, 
who was perhaps the nest greatest lithotomist, 
was more deliberate. He was equally successful, 
but was more deliberate, and he made freer in- 
cisions into the neck of the bladder. That was at 
King's College Hospital ; and when I waa a 
student there, week after week lithotomy was per- 
formed with a large amount of success, especially 
considering the dangers that the patients then 
incurred from septic complications. 

After Liston's time, of course, we had here 
John Erichaen, who was also an excellent litlii 
mist, and then Sir Henry Thompson, who, 
suppose, is the greatest living authority on stone! 
He devoted his attention to lithotrity, and I have 
seen him do four and five cases in one afternoon 
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with remarkable success. He so much preferred 
lithotrity that he seldom did lithotomy, except 
tinder special circumstances. All these lithotomy 
cases were perineal, lateral or median operations, 
and a aupra-pubic operation was only performed 
under very exceptional circumstances. But prac- 
tically nothing else has been done here since that 
operation was brought into vogue by Petersen, 
and I know that Sir Henry has had a lai^e 
success with the supra-pubic method in private, 

Tou can hardly go wrong in a supra-pubic oper- 
ation as you can in the perinea! operation, and 
there have, in former years, been in this city and 
iu other large cities melancholy cases of mia- 
management of perineal lithotomies. I have 
myself seen one or two tragedies of the kind. I 
was assistant surgeon at another hospital to a 
sui^eon who came, so to speak, a " cropper " with 
his first lithotomy on a child. The result was 
that he never would do another case, to my very 
great advantage, because I had all the lithotomies, 
and did a large number of operations in both 
children and adults. They were all, of course, 
perineal lithotomies, I have done a fair number 
here too, but of late, following the lead of others, I 
have adopted the supra-pubic method when the 
stone is too large to remove comfortably with the 
lithotrite. 

In doing a supra-pubic lithotomy you are entirely 
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independent of an assistant, you only require 
ordinary help ; but if you cat into the bladder 
from the perineum you require a skilled assistant 
to hold the staff, and the result of want of proper 
skill on the part of the assistant may react on the 
principal, and not only may mischief be done to 
him, but a catastrophe may happen to the patient 
On the other hand, a principal may attribute his 
mishap to an assistant unfairly, as happened once 
to myself. 

I do not want to trouble you with the details of 
perineal lithotomy, because you will probably never 
see it done. The supra-pubic method seems to 
have so thoroughly established itself among sur- 
geons that one may reasonably look forward to its 
being the operation of the future. 




Gentlemen, — You have recently seen me operate 
on several cases of hare-lip, and it is important 
that you should understand the manaf;;ement of 
these cases, because it may happen to any one of 
you, soon after you get into practice, to deliver a 
woman of a bare-lipped child, and immediately 
the friends will want to know all about the 
case, the canses of the malformation, and the 
treatment that you propose to adopt. Witli 
regard to the malformation itself we have three 
principal varieties, viz., the single hare-lip, of 
which I show you a photograph (Fig. 26), and 
which is more usually, as in the photograph before 
us, on the left side of the lip. There seems to be 
no good explanation why this should be the case, 
but it is a well known clinical fact that single 
hare-lip is more common on the left than on the 
right side. Then we have the double hare-lip 
without any complication, of which I show you an 
example in avery fine child who had no other mal- 
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formation whatever except a double fisenre of wm 
lip (Fig. 27). Lastly there come the very inudi-f 
more Kerioua cases where we have a double har&- 





lip with a malformation of the alveolus and palate, 
and the photograph (Fig. 28), which I show yoD 
is a very good example of the kind. You will 
notice that at the tip of the child's nose there is a 
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projecbing piece which ia really the inter-m axillary 1 

or pre-maxillary bone, and you will also see that 1 

_ the fisaure is filled up to some extent by the child's 1 
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ttongue, which it has got into the habit of pushing 1 
r forward. Now these last are by far the most 1 


serious cases. Of course it is a great distress to 1 


the parents that any child should be bom hare- 1 
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1 

very senonT 



lipped, but when we get a case of this very si 
nature it becomes a very great question whether it: 
would not be a relief to all parties if the childj 




were to die. However, it is onr business a 
medical men to save these children, and with 
little care I think this can generally be done. 
Now one word with regard to the cause of thi 



ON HAEE-LIP. 389 

malformation. It is nodonbt an arrest of develop- 
ment. We are all hare-lipped at a very early 
period of oar generation, but fortnuately, as time 
f:toe8 on, we develop and our lipa grow together, 
and in the great majority of instances there is no 
deformity. But if a woman in the early weeks of 
her pregnancy should get out of health, and 
|)articularly if her vital powers should be depressed 
liy excessive sickness, which of conrse is common 
unoogh in the early weeks of pregnancy, then it 
may happen that an arrest of development takes 
place at a critical moment, and the result will be 
that the child is bom hare-lipped. You will 
hardly find a mother of a hare-lipped child who 
is not able to give you some more or leas rational 
accoant of some fright which she has sustained, 
and to which she attributes the malformation. 
It may be that she has actually seen a hare, and 
you will remember that in the hare the fissure is 
in the median line, but the more common story is 
that she has seen a hare-lipped individual ; and 
sometimes there is no very definite account, bnt 
there is some idea that she has sustained a fright. 
Now in by far the great majority of cases, if you 
care to investigate closely, you will find that these 
shocks occurred long after the period to which we 
may attribute the formation of a hare-lip. They 
mostly occur in the later months of pregnancy, when 
it is too late really in any way to affect the fcetus. 
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Of course there is the hereditary element, and 
that cannot be ignored. There can be no question 
that a woman who is hare-lipped herself tends 
to have hare-lipped children, and we find that in 
some families there are a certain number of 
children who are hare-lipped and a certain number 
who are not, and it is curious that sometimes there 
seems to be an alternation, every other child being 
thus deformed. I have known an instance of that 
in one large family. Of coarse, where there is a 
hereditary tendency to hare-lip, it becomes a 
matter of great importance to take care of the I 
mother's health in the early weeks of pregnancy. 
And this is more particularly the case if it should 
happen, as it does sometimes, that the tendency 
to hare-lip is on both sides of the house. I have 
myself met with an instance in private practice 
where both the husband and the wife, who were 
cousins, inherited from a common ancestor a 
tendency to bare-lip. They married, and Iwascalled 
in to operate upon one of the worst cases of hare- 
lip that I have ever seen. Now really it ia almost 
hopeless to get people to regard these matters 
philosophically, but I think that medical men, in 
the case of cousins, particularly, where there is a 
tendency of this kind, should point out the danger 
which may occnr later on in life. I have here a 
photograph of a very bad case of hare-lip, and on 
the back of it ia written the history, and I will 
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brieHy read it to yoa. The great-grandmother of 
the patient, who was hare-lipped, had four children, 
one boy and three girls. The eldest girl married 
and had fourteen healthy children, and she also had 
two hare-lipped children, one of whom died during 
the operation for hare-lip, and the other, having 
grown up, married a healthy husband and had this 
child with hare-lip and cleft palate. Another 
daughter of the old woman married, and she too 
had a healthy male child and two female children 
with hare-lip. The son of the old woman, him- 
self unaffected, did not marry. We have, there- 
fore, distinct evidence in this family history of the 
deformity being hereditary. 

Now we come to the question of the treatment 
of these cases, and the first point I would discuss 
is the feeding, A child with a single hare-lip only 
can no doubt suck, and can therefore be put to the 
breast, or can have a bottle easily enough given it; 
but where the deformity is complicated by a fissure 
of the palate the child cannot suck, it cannot make 
a vacuum in its mouth, and therefore it is unable 
to draw the milk from the mother's breast, and it 
becomes necessary to feed it with a bottle, or with 
a spoon. A spoon of course answers very well, 
but is exceedingly troublesome. To feed a child 
^ adequately with a spoon really takes the whole 

Ee of a nnrae, and the better plan therefore ia 
imploy one of the old-fashioned bottles by which 
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the milk can be poured into its tbroat, and la that 
way will go down into its stomacli and the chiH 
will be adequately nonrlBhed. It is of the greatest 
importance that these children should be properly 
nourislied in the first few weeks of life, becanae if 
an operation is to be succeBsfal the child's health 
must be maintained. 

And that brings me to speak of the period at 
which the operation should be performed. I bare 
operated as early as a week after birth, but that 
was under special circumstances, and I do not 
recommend it. I think the best time for operating 
npon a hare-lipped child is when it is about 
weeks old, and there ia the great advantage thai 
the mother by that time is restored to health, and 
is able to attend to the child thoroughly ; and 
after all there is nothing tike a mother's care in 
the treatment of these cases. Occasionally these 
children are allowed to grow up much older than 
that, and the great disadvantage is that if yoo. 
wait till the child is a twelvemonth old, we will 
say, of course it is teething, and that is a proceaa 
(rhich naturally upsets the health somewhat, and 
makes the condition unfavourable for operation. 
But in remote districts children are often allowed 
to grow up to twelve or fourteen before they are 
interfered with, and we have had recently in the 
hospital a boy of thirteen, sent up from Wales 
with an exceedingly bad double hare-lip. The 



J^ J 



r ON HAEE-LIl'. 393 

boy muat have been a great annoyance to all the 
pregnant women in the neigh bourliood, and I am 
happy t^o say that I have encceeded in closing the 
lip and restoring him to a very fair average 
appearance. 

Then as regards the qnestion of the operation to 
be performed, I think there can be no doubt aa to 
the modem operation being a great improvement 
opon the older oue. Formerly, we were content 
simply to pare the edges of a single fissure, pin 
them together with hare- lip pins, and then to hope 
that rapid nuion would take place, so that on the 
withdrawal of the pin about the third day, union 
might be complete ; and, no doubt, in a certain 
namber of cases this fortunately occurred. Bat in 
a very considerable number of cases, when the pina 
were withdrawn, the union gave way, the lip broke 
open, and the operation had to be repeated a 
second time. Now the operation which I advise 
you to do is this, to pare one side of the lip freely, 
and to cut a flap from the other side of the lip and 
transfer it to the opposite side. It is moat con- 
venient, I think, to take the longer of the two sides 
^theyare seldom both of quite the aame length — 
and then, having transfixed it with a narrow knife, 
to cut o£E the margin of the lip, leaving it attached 
at the lower border ; on the opposite aide to cut 
freely away the edge of the lip, and then to bring 
the parts together simply with sutures, not pins. 
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I have myself a preference for using dry chromi- 
ciseJ cat^nt, vrhich I find answers extremely well; 
bnt yon will find that many surgeons nse hoi-se- 
hair, and some silk. The objection I have to silk 
ia that it is rather apt to absorb putrescent matters 
from the mouth, and thereby inflammatory action 
3 set up, which interferes with the union. 

You cannot be too careful in stitching the lip and 
n putting in plenty of fine catgut sutures, and 1 
would particularly insist upon the necessity of 
putting sutures at the back of the lip. In the old 
days, when we put in hare-lip pins, no doubt the 
back of the lip was drawn fairly together by the 
pressure of the pins, but if you trust to sutnnW' 
only, you will find that the back of the Hp id 
practically open, and the discharges will be apt 
to get in from the mouth, and in that way the 
union of the fissure will be interfered with. By 
turning the lip inside out by means of one of the' 
sutures which has been left long on purpose, it » 
quite easy to put in two or even three sutures S 
the back of the lip, and they give no trouble 
because they lie there quietly for two or three daya« 
and then the child either sucks them out, or they 
come away of themselves, and you do not have tha 
trouble of removing them. Then again, the intro* 
duction of the American india-rubber plas 
which i3 made by Seabury and Johnson, has bees 
of great use in the operation of hare-lip, and yoK 
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will notice that, after I have brought the lip to- 
gether by several sutures, I always put a piece of 
plaster on the cheeks, so as to keep them together 
and to take off all tension from the lip. Of course 
a straight piece of plaster will do, but it is more 
convenient to have it cut somewhat like a dumb- 
bell, the two broad ends being attached to the 
cheeks and the narrow end passing across the lip- 
Then having got the lip together in that way, 
let me say that it is very advisable to prevent the 
child crying, and the only way that I know of 
preventing the child crying is by having it 
assiduously nursed, and also by giving it minute 
doses of opium. You will find that one of the 
best ways of giving opium to a young child is to 
pot one or two drops of laudanum into an ounce 
of dill water, and then to let the nurse give a tea- 
spoonful of that evLiry two or three hours, so as to 
keep the child a little under its influence. I would 
remind you how easily young children are affected 
by opium, and, by thus airanging to give the 
eighth or twelfth of a drop i^ the dose, it is quite 
possible to get the sedative effect of the laudanum 
without running the least risk of poisoning the 
child. Then, of course it is very important that 
the child should be fed, and while the lip is healing 
it is not advisable to put a bottle to the child's 
mouth, and therefore you must trust to spoon- 
feeding with good milk j and let me say that the 
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best combmation, I think, for a young cMld is equal 
parts of cow's milk and warm water, with a tea- 
spoonful of sugar of milk pnt into each cup of 
the mixture. These simple cases as a rule do welt, 
but when we come to the more complicated cases 
of double hare-lip of course the operation is a more 
serious one, and the risk of failure is greater. 

And first, with regard to the uncomplicated cases 
of double hare-lip such as that I showed you in the 
photograph (Fig. 27). There it becomes a questiou, 
which every surgeon must decide for himself, aa to 
whether he shall utilise or cut to waste the central 
projecting portion. In the case which is shown 
here, I very much preferred to utilise the central 
portion, for the reason that the two noatrila were 
perfect, and that the columna of the nose was 
well-formed. Therefore I contented myself with 
cutting the central portion to a more acute angle 
than it was before, removing the whole of the red 
mucous membrane from it, and then, paring the 
edges of the outside flaps, I brought them all to- 
gether and eventually made a very satisfactory 
lip. But in the complicated cases where there is 
more or lees of a projecting inter-maxillary bone 
(Fig, 28), it becomes a much more serious question. 
and I have no hesitation myself in strongly re- 
commending, in all cases where the inter-masillary 
bone is loose, that it should be cut away. I know 
there have been various ingenious proceedings 
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Entad from time to time by which it is pro- 
d to bend the inter-to axillary bone back into 
place, and thereby, aa is thought, to gain 
something; but I have seen cases which have 
been so treated and which have grown up in the 
most unsatisfactory condition, the inter- maxillary 
bone being still loose although the lip had been 
brought together over it, and the bone therefore 
being perfectly useless for the support of teeth, 
and very much in the patient's way. In fact, in 
two cases of that kind which have come before 
me some years after the original operation, I have 
then cut away the inter -maxillary bone, and I re- 
commend yon to do it early in the case. And for 
this reason : if you remove the inter-maxillary 
bone of course you take away the incisor teeth, 
bnt you will find that the other portions of the 
alveolus tend to come together and that, as the 
child grows up, the interval between the two 
portions of the alveolus is not nearly so large as 
you might anticipate. In these days of artificial 
teeth, it is quite easy to get a dentist to fit up 
some incisor teeth for a child even early in life, or 
at all events when it has come to puberty, and I 
am quite sure that artificial teeth fitted in that 
way are very much more useful to the patient 
than the natural teeth, which always come out of 
tiie inter- maxillary portion irregularly, generally 
sideways, and give great inconvenience. 
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Then with regard to the proceeding of removing 
this inter-maxillary bone, let me say it is a very 
simple operation, for you only have to nip ofif the 
bone with a pair of bone-forceps. But let me 
warn you there is always a little spouting artery, 
and therefore you ought to be prepared with a hot 
wire of some kind, so as to be able to touch the point 
and arrest the hasmorrhage. It is very difficult to 
effect this in any other way, but with a needle 
heated in a spirit lamp it is readily enough arrested. 
Now an operation of that kind, although not very 
severe, is quite severe enough for a young child, 
and it would be very rash to proceed on the same 
day with the operation of paring the lip. Let 
the child thoroughly recover ; let it have a week 
or a fortnight, and get into thoroughly good health 
again after the removal of the inter-maxillary 
bone, and then it will bear in all probability the 
remaining operation satisfactorily. 

The operation in these cases is complicated by 
the fact that the piece of flesh which is upon the 
inter-maxillary bone, and which I need hardly 
say should never be cut away with the bone, is 
really the representative of the columna of the 
nose ; and if you are to have a good result you must 
restore it to its proper position as the columna of the 
nose, and make no attempt to bring it into the lip. 
I have seen cases in which that mistake has 
been made, where the columna has been brought 
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down and put into the middle of the lip, and the 
result has been exceedingly unsatisfactory. But 
the proper tbin^ is to turn this little piece of skin 
and flesh into the position of the columoa of the 
nose, and then to pare the edges of the lip and 
bring them together in the middle line, in fact to 
convert what was originally a double hare-lip into 
a single hare-lip, and treat it accordingly. And 
these cases, which do remarkably well, account 
for the fact that it is said from time to time that 
a patient has had a median hare-lip. Now I 
believe a median hare-lip is an exceedingly rare 
thing, and probably has only been met with once 
or twice. The cases iu which there is a median 
cicatrix in the lip are these cases of double hare- 
lip, where the parts have been treated in the 
manner I have described. 

Now with regard to bringing the two halves of 
the lip together below the columna, I think myself 
the best plan is to save as much of the tissue as 
you can and to bring down a paring from each 
side to make a little projecting mass in the middle. 
You bring the lip together by sutures and you 
carefully suture together the small projecting 
portions, which of course must be trimmed up to 
fit accurately together, and not he too long. All 
the divided tissues tend to shrink, and therefore 
the projecting lump in the middle of the lips 
serves the purpose of preventing that unsightly 
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notch, which used to be so commoaly s 
operations for hare-lip. 

In all operations npon young children it ia o£ _ 
course very important not to lose more blood thai 
is necessary. Ton will observe how careful we a 
in these hare-lipped patients to grasp the lip on ' 
each side while it is being divided, in order to 
prevent heemorrhage from the coronary arteries. 
As soon as the sutures are put in they prevent any 
further hfemorrhage, and no harm as a rule follows. 
But it i.s well to warn the parent and the nurse 
that these children have certainly swalloweda smaU 
amount of blood, and that blood will go through 
their bowels and will appear as a black motion 
within twenty-four hours, I mention this becauseit 
is a fact that is alarming unless it is explained, and 
if beforehand you have told her what is likely to 
happen, you will avoid any unnecessary alarm on 
the mother's part. Then let me also say that in 
the modem operation for hare-lip an ansesthetic is 
essential. Chloroform answers very much better 
for children than ether, and they take chloroform 
remarkably well, I think therefore, every child 
who is to be operated upon for hare-lip should 
have chloroform carefully administered to it, and 
so far as I have seen the simpler the apparatun 
used the better. A handkerchief with a little _ 
chloroform sprinkled upon it answers better t 
any form of inhaler. Of course it may be necessai 
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to arrest tie operation in order to renew the 
application of chloroform, and usually there is no 
difficulty about that except at just one or two 
critical momenta, when it is better to go on with 
the operation than to run any risk of failure. 

With regard to the cleft palate, which so often 
complicates these cases, I would merely aay that 
it doea not do to operate opon the child too young. 
For my own part, I prefer to wait nntil the patient 
is at least two years old, and then, if it is a suitable 
case, the operation is fairly successful. But there 
are many cases of cleft palate which are much too 
wide to admit of an operation, and yet we find 
tiiat the effect of the operation of hare-lip is to 
draw the parts together, and that a case of cleft 
palate which looks at first hopeless may in the 
course of three or four years become capable of 
amelioration. 
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BnKiTivinga, lit. Bd. 

'Microscopical Examination of Drinking Water 

and ol Air. By J. D. Macuonuj), M.D.. F.H.S., Bi-Pmteasor o( 
Naval HyKlene In the Anny Uedlcal S<:hoDl. Gecoad Editing. Svo, 
wlChMPlatei, 7s. «<1. 
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«/. 8f A. ChurchilVs Recent Works. 
Lectures on Obstetric Operations: including 

the Treatment of Hsmorrhage, and forming a Guide to the Manage- 
ment of Difficult Labour. By Robert Babites, M.D., F.R.G.P., 
Consulting Obstetric Physician to St. George's Hospital. Fourth 
Edition. 8vo, with 121 Bngravings, 12s. 6d. 

By the same Author. 

A Clinical History of Medical and Surgical 

Diseases of Women. Second Edition. 8vo, with 181 Engravings, 28s. 

Gynaecological Operations (Handbook of). 

By Albak H. G. Doran, F.R.C.S., Surgeon to the Samaritan Hospital 
8vo, with 167 Engravings, 158. 

Diseases of Women. (Student's Guide Series.) 

By Alfred L. Galabin, M.A., M.D., F.R.C.P., Obstetric Phy- 
sician to, and Lecturer on Midwifery and Diseases of Women at, 
Guy's Hospital. Fifth Edition. Fcap. 8vo, with 142 Engravings, 8s. 6d. 

Manual of the Diseases peculiar to Women. 

By James Oliver, M.D., F.R.S.E., M.R.C.P., Physician to the 
Hospital for Diseases of Women, London. Fcap. 8vo, 3s. 6d. 

By the same Author. 

Abdominal Tumours and Abdominal Dropsy 

in Women. Crown 8vo, 78. 6d, 

A Practical Treatise on the Diseases of 

Women, By T. Gaillard Thomas, M.D, Sixth Edition, by Paul 
F. Mund:^, M.D., Professor of Gynaecology at the New York 
Polyclinic and at Dartmouth College. Roy. 8vo, with 347 Engrav- 
ings, 258. 

Notes on Diseases of Women : specially de- 
signed to assist the Student in preparing for Examination. By 
James J. Reynolds, L.R.C.P., M.R.C.S. Fourth Edition, Fcap. 

8vo, 38. 6d. 

Abdominal Surgery. By J. Greig Smith, M.A., 

F.R.S.E., Surgeon to the Bristol Royal Infirmary, and Lecturer on 
Surgery in the Bristol Medical School. Fifth Edition. 8vo, with 
Engravings. [/n the Press. 

The Physiology of Death from Traumatic 

Fever; a Study in Abdominal Surgery. By John D. Malcolm, 
M.B., CM., F.R.C S.E., Surgeon to the Samaritan Free Hospital. 

8vo, 3s. 6d. 

Notes on Gynaecological Nursing. By John 

Benjamin Hellieb, M.D., M.R.C.S. Lecturer on the Diseases of 
Women and Children in the Yorkshire College, and Surgeon to the 
Hospital for Women, etc., Leeds. Crown 8vo, Is. 6d. 
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A Manual for Hospital Nurses and others en— 

Baged in Attending on the Sick, witli n Gioeeary. By Hdkahd J. 

A Manual of Nursing, Medical and Surgical.. 

By CaiRi^ J. CinijBGWoiiTH, M.D., FJI-CP., Obalt-tric PiiyaiclBi 
tn St. Thomas's Hmipltal. Thlnl Eclitiuii. Fi:;ip. i\i; witii Bii^rav 

A Short Manual for Monthly Nurses. 

Tliird Edition. Fcap. 8vo, la. Ci. 

> A Practical Treatise on Disease in Children. 

^_ By BuBTiCE SMira, M.D., P.K.C.P., Phy.ician tn tlio King ot Uii 



The 'Wasting Diseases of Infants and 

Cliilciwn. FifCb EJItion Fust gvo, Be. M, 

The Diseases of Children. (Student's Guide 

Serie..) By Jia. F. noonsiwr, M.D., F.R.O.P., PLysician to Q\ty'i 
Ilotpitai. tlftti Edition. Foip. 8vo, IDi. IM. 

Manual of Diseases of Children, for Prac- 

titionurs nnd StwleiitB. By W. H. Tiki, U.D., I'iiyBioinu W Ui 
'losyltai. Si - 



Materia Medica : a Manual for the Use of 

students. BylBJHiilHJiOwiiB, M.D., F.ii.C.P., i 
Medica, etc., to St. Georiju'i Hosiiitil. Biw)Qd B, 

^Utateria Medica, Pharmacy, Pharmacology,, 

^ft Mild Tiiempeui.Iea. By W, Hue White, M.D., F.R.C.P., Pliyaii-liui 

^^L to, HDd Lecturer nn Mstpria Medics und ThcrjiKutio al, Ouj^' 

^^ft IloitiiUli Biiunlnur iu Mnttirla UiKliui un tlie Conjoint Butrd ol 

^^V the Boynl Culir.geB ol I'byawlaus and Surge 
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Materia Medica and Therapeutics. By Charles 

D. F. Fhilups, M.D., LL.D., F.B.S. Bdin. 
Vegetable Kingdom — Organic Compounds — Animal Kingdom. 8vo, d5«. 
Inorganic Substances. Second Bdition. 8vo, 2ls. 

Galenic Pharmacy : a Practical Handbook to 

the Processes of the British Fharmacopoeia. By B. A Cbipps, M.P.S. 
8vo, with 76 Bngravings, 8s. 6d. 

The Galenical Preparations of the British 

Fharmacopceia ; a Handbook for Medical and Pharmaceutical Students. 
By C. O. HxwTHOBNE, M.B., CM., Lecturer on Materia Medica and 
Therapeutics, Queen Margaret's College, University of Glasgow. 8vo, 

48. 6d. 

Practical Pharmacy. By Barnard S, Proctor, 

formerly Lecturer on Pharmacy at the College of Medicine, New- 
castle-on-Tyne. Third Bdition. 8vo, with 44 Wood Bngravings and 
'62 Lithograph Fac-Simile Prescriptions, 14s. 

Selecta e Prescriptis : containing Lists of 

Terms, Phrases, Contractions and Abbreviations used in Prescrip- 
tions, with Bxplanatory Notes, etc. Also, a Series of Abbreviated 
Prescriptions and Key to the same, with Translations. By Jona- 
than Pereira, M.D., F.K.S. Eighteenth Edition, by Joseph Ince, 
F.C.S., F.L.S. 24mo, 5s. 

Pocket Formulary and Synopsis of the British 

and Foreign Pharmacopoeias. By Hsnby Bbaslet. Eleventh 
Edition. 18mo, 6s. 6d. 

By the same Author. 

Druggist's General Receipt-Book. Tenth Edition. 

18mo, 68. 6d. 

Also. 

Book of Prescriptions : containing upwards of 

3,000 Prescriptions collected from the Practice of the most eminent 
Physicians and Surgeons, English and Foreign. Seventh Bdition, 
ISmo, 6s. 6d. 

A Companion to the British Pharmacopoeia. 

By Peter Squire, Revised by his Sons) P. W. and A. H. Squire. 
Sixteenth Bdition. 8vo, 128. 6d. 

By the same Authors. 

The Pharmacopoeias of the London Hospitals, 

arranged in Groups for Easy Beference and Comparison. Sixth 
Edition. ISmo, 6s. 
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J, ^ A. Churchill's Recent Woi-ki. 



The National Dispensatory: Containing the 

natural llbtory, Cbemiatry. Fbarnmcy. Actions Hnil Uses or Medi- 
cine), etc. By A1.CBEEI Stiu.^, M.D., LL.D., Jdhh M. Maisce, 
Pliar.D.. CzAU. CisPARi. jun., Pii.G., and Hkhry C. G. Uaisch, 
Ph.G.pPh.D. FifUiBdiHon, with 3au BngraWnKa. Inip, 8yo, 3"Ji 

Royle's Manual of Materia Medica and 

TbempeuticB. Sixth Bdltlon, including oddltlone and Bitentticnu 
In the B.P. 1835. By Jons Hahlkt, M.D.. Pliyiiclan to St. Thomae'i 
Hospital. Crown 8vo, with 138 KiigrB¥ing..lS<. 

The Prescriber's Pharmacopceia : the Medi' 

tion and Doses. By Nestoh J. C. TiBARD. M.D.. F.ll.C.P., Fro 
feasor o( Maferla. Medio and Ttiempeutici In King's Culiege, Lalidon 
Slxtb EditiDD. 32mg, bound In leather. »i. 

Recent Materia Medica. Notes on their 

OriKin and TherapaiitioB. By P. Hahwood Lescheh, F.C.S., Perflin 

Year-Book of Pharmacy: containing the Trans- 

sctionaottheBritiabPharraaoauticalCoDlerenL-e, AniiuJilly. en), lOi 

Manual of Botany. Vol. i. Anatomy and 

MorpiioloBy, By J. Bkvnoujs GREtN', Sc.D.. M.A.. F.H.S., Profebsor 

Rat Botany to the Pbarroacentlcai Sociatj. Crnwn Svn, with 778 
Engravings. 7a. ed. 

The Student's Guide to Systematic Botany, 

Including the Classiflcatlon of Plants and Descriptive BolBny. By 
BoBEHT BkHTUtv, hite EmcritiiB Profeseor of Botany in King' 
Coileaa and lo tbB PbarmaisuUcai Society. Foap. Svo. with 3S 
Engravlnge. 3b. 6d. 

Medicinal Plants ; being Descriptions with 

■ original bgures, of the Principal Plants employed In Medi< 

ui account of their Prapertio and Uses, By Prof. Bi!:ntlev 
H. Tbimks, F.B.a. In 1 vols., Urge Svo. with 306 Coionml Plates, 
bound In HiiiC Morocco, Qllt E<i|[«. £11 11a. 

Practical Therapeutics : a Manual. By 

Edward J, Warinu. C.I.E., M.D.. F.R.C.F., and Dudley W. 
Buiru.v, M.D., B.S. Lond. Fuurtb Kdlllou. Crown aio, 14a. 

Bazaar Medicines of India, and Common 

IMedlcalPIants. With FuU Indr 
meut by these and other Ageni 
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Climate and Fevers of India, with a Series 

of Cases (Croonian Lectures, 1882). By Sir Joseph Fatrbb, 
K.C.S.I., M.D. 8vo, with 17 Temperature Charts, 128. 

By the same Author, 

The Natural History and Epidemiology ox 

Cholera : being the Annual Oration of the Medical Society of London, 
1888. 8vo, 3s. 6d. 

A Manual of Family Medicine and Hygiene 

for India. Published under the Authority of the Government of 
India. By Sir William J. Moork, K.C.I.E., M.D., late Surgeon- 
General with the Government of Bombay. Sixth Edition. Post 8vo, 
wit,h 71 Engravings, 12s. 

Bif the same Author. 

A Manual of the Diseases of India : with a 

Compendium of Diseases generally. Second Edition. Post 8vo, 
^^«- Also. 

The Constitutional Requirements for Tropical 

Climates, etc. Crown 8vo, 48. 

The Prevention of Disease in Tropical and 

Sub-Tropical Campaigns. (Parkes Memorial Prize for 1886.) By 
Andrew Duncan, M.D., B.S. Lond., F.R.C.S., Surgeon, Bengal 
Army. 8vo, 128. 6d. 

A Commentary on the Diseases of India. By 

Norman Chkvers, C.I.E., M.D., F.R.C.S., Deputy Surgeon-Greneral 
H.M. Indian Army. 8vo, 24s. 

Hooper's Physicians' Vade-Mecum : a Manual 

of the Principles and Practice of Physic. Tenth Edition. By W. A. 
Guy, F.R.C.P., F.R.S., and J. Harlky, M.D., F.R.C.P. With 118 
Engravings. Fcap. 8vo, 12s. 6d. 

The Principles and Practice of Medicine. 

(Text-book.) By the late C. Hilton Fagge, M.D., and P. H. 
Pye-Smith, M.D., F.R.S., F.R.C.P., Physician to, and Lecturer on 
Medicine at, Guy's Hospital. Third Edition. 2 vols. 8vo, cloth, 408. ; 
Half Leather, 468. 

Manual of the Practice of Medicine. By 

Frederick Taylor, M.D., F.R.C.P., Physician to, and Lecturer 
on Medicine at. Guy's Hospital. Third Edition. Cr. 8vo, with 
Engravings, 15s. 
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J. Sf A. CAurchiU'a Recent Works. 
Dictionary of Practical Medicine. By 

VTirtoin wrUfTH. Bditeil hj Jia. Kibgstom Fhwlkr, M.A., 

F.R.C.F., FhyBJclaD to Mldillesen Hospital niiil the linspIUil t< 

liThe Practice of Medicine. (Student's Guide 

By M, Chahtehes. U.D., VrtAesam of Theiapeiitlci nntf 
Materia Mrfirai in the University of QlaBgow. Seventli Edition 
Fcap. Svo, witli BngmTinga on Copper aud Wooil, 10s, 

How to Examine the Chest : a Practical 

Giilile Tor tho ave of Student-. By aAavJKL West, M.D., F.K.O.? 

AMifllanC Flijsloiao to St. Baptholomow's Hospl " " 

With Bngravinga. Fiuip. 8vo, Ba. 

The Bronchi and Pulmonary Blood-vessels: 

M D., P.H.C.P., PhyslolBn to St. Qeorge-a Hospital, llo, ■ 
Ilhiatratlons, 21a. 

An Atlas of the Pathological Anatomy of the 

LimRB. By lUe laM Wilson Foi. M.D., P.H.S.. 
PhyBlclui lo 11.11. the Queen. With ih Plates <moatly Cok 



rA Treatise on Diseases of the Lungs 
Pleuni. E.iitBcl lij SiDNtY CouPLiND, M.D.. F.R.C.P., Phyiic 
UldrileHi HospibLl. Roy. evo. with Engravinet; nlso Portia 
llemolr of Che Author. 36>. 

The Student's Guide to Diseases of the Chest 

By VlKCENT □. HJHHII, U.D. Lond., P.B.C.P., Physician U) tliu Cllj 

kot JjiUdon Ho«tiltal Tor DianseB of the Chest, Vioforia Part. Fc "" 
Svo, »ith &9 llluetrDtlona (wime Culouind), la. 6d. 
The Schott Methods of the Treatment 
Chronic Dlseawa of thu Haul, with an udeoant ul th« KauhelmBai 
anil of tha Tbenipeutio Hxerctai's. By W. Uezly T*)bxe, M, 
M.K.C.P. 8to, with lliuitnitious, Sa. 

Guy's Hospital Reports. By the Medical and, 

S.irglml Staff. Vot. XXXV. Tl.lnf SoHe 

tSt. Thomas's Hospital Reports. By the Medical. 
and Surgiciil aiuB. Vol, XXIl. Nt.w Serlea. Svo, St. «.(, 
Westminster Hospital Reports. By the Medicat 
uiil Suiviml Stuff. Vol. IX. Svo, Ha. 
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«/. 8f A. ChurchilVs Recent Works, 
Medical Diagnosis. (Student's Guide Series.) 

By SufUSL Fbnwick, M.D., F.H.C.F., Physician to tiie London 
Hospital. Seventh Bdition. Fcap. 8vo, with 117 Engravings, 78. 

By the same Author, 

Outlines of Medical Treatment. Fourth Edition. 

Crown 8vo, with 35 Bngravings, lOs. 

Also. 

Clinical Lectures on some Obscure Diseases 

of the Abdomen. Delivered at the London Hospital. 8vo, with 
Engravings, 78. 6d. 

Also. 

The Saliva as a Test for Functional Diseases 

of the Liver. Crown 8vo, 28. 

The Microscope in Medicine. By Lionel S. 

Beale, M.B., F.R.S., Physician to King's College Hospital. Fourth 
Edition. 8vo, with 86 plates, 2l8. 

By the same Author. 

The Liver. With 24 Plates (85 Figures). 8vo, 5s. 

Also, 

On Slight Ailments : and on Treating Disease. 

Third Edition. 8vo, 58. 

Myxcedema and the Thyroid Gland. By John 

D. GiMLETTE, M.R.C.S., L.R.C.P. Crown 8vo, 58. 

The Physiology of the Carbohydrates ; their 

Application as Food and Relation to Diabetes. By F. W. Pavy, M.D., 
LL.D., F.R.S., F.R.C.P., Consulting Physician to Guy's Hospital. 
Royal 8vo, with Plates and Engravings, 10s. 6d. 

Medical Lectures and Essays. By Sir G. 

Johnson, M.D., F.R.C.P., F.R.S., Consulting Physician to King's 
College Hospital. 8vo, with 46 Engravings, 358. 

By the same Author. 

An Essay on Asphyxia (Apnoea). 8vo, Ss. 
The Climate of Rome and the Roman 

Malaria. By Professor Tomhasi-Cbupeli. Translated by Chablbs 
Cramond Dick. Crown 8vo, 5s. 

Uric Acid as a Factor in the Causation of 

Disease. By Alexander Haig, M.D., F.R.C.P. Physician to the 
Metropolitan Hospital and the Royal Hospital for Children and 
Women. Second Bdition. 8vo, with Illustrations, 10s. 6d. 
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J. 8( A. Ohurehm's Recent Works. 
Bronchial Asthma ; its Pathology and Treat- | 

ment. By J. B. Bebkabt, M.n., Inte Physician to the Cftj of ] 
London HospitaL tor DisMMi uf tlie Chest. Seconfi Edition, with T ' 
PlBtei (35 Figures). ivo.Ki.M. 

Bronchial Affections: Pneumonia and Fibroid 

Pueiimun!!! (their PHttiolnKlcsI Histoio«y) kn Oriitinnl In' 
tton. By A. G, AULD. M.I)„ AHslstant FhyBiclan In the Gisngaw ' | 
_ Hoynl lnHnn«ry. 8vo, with Illuitmtfons, 7i. «.l. 

nTaccinia and Variola : a Study of their Life I 

*" History. Bv JOHS B. BuiST, M.D., F.R.S.K., Twclier o[ VsccinBtlon J 
tor the Lwal Ooremmpnt Board. Crown Bvo, with at Coloured ' 
PlatPB. 7s. W. 

Treatment of Some of the Forms of Valvular 

Disefne of the HoRrt. By A. B. SisaoH, M.D.. F.U.C.P., Physioli 
tn l.he London Hospital. SeeonA Eilltion. Fcap. 9vo, with W Bngrs 

Medical Ophthalmoscopy: a Manual and Atlas. 

By W. H. HowEBS, M.D., F.R.C.P., F.H.3., I'hyaielaii to tlie K»tioniil 
iroepiUI For the Paraljied and Bpileptle. Third Edition. Edited 
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In Hospital. With Coloured Flutei a 



Manual of Diseases of the Nervous System. 
Vol. I. — Diseases of the Nerves and Spinal 

Cord. Second Edition. Uoy. Bvo, vlth liaEnKraviugE, lis. 

Vol. II. — Diseases of the Brain and Cranial 



Syphilis and the Nervous System : being a I 

Uevlecd HeprintoFthnLettsomlnnLecIurcaforlSW. Delivered beToc- 
the Medical Society of London. Svo. 48. 

The Nervous System, Diseases of. By J. A 

IORMHnnii, M.D., F.B.C.P., PhyiiL-lan to the Nktloonl Hospital far tH 
ParalyaPd and Epileptic. With M Illustmtloni. Fotp. 8vo. Bi. Ud. 



11, iPiBfT JITHLINGTON STRE.iT- 



J. 4r -4» Chur6hilV% Recent JForks. 
Diseases of the Nervous System. Lectures 

delivered at Guy's Hospital. By Samuel Wilks, M.D., F.B.S 
Second Bdition. 8vo, ISs. 

Handbook of the Diseases of the Nervous 

System. By James Ross, M.D., P.R.O.P., late Professor of Medicine 
in the Victoria University, and Physician to the Boyal Infirmary, 
Manchester. Koy. 8vo, with 184 Engravings, 18s. 

By the same Author. 

Aphasia : being a Contribution to the Subject 

of the Dissolution of Speech from Cerebral Disease. 8vo, with En- 
gravings, 48. 6d. 

Stammering : its Causes, Treatment, and 

Cure. By A. G, Bernard, M.B.C.S., L.B.C.P. Crown 8vo, 28. 

Secondary Degenerations of the Spinal Cord 

(Gulstonian Lectures, 1889). By Howard H. Tooth, M.D., P.R.C.P., 
Assistant Physician to the National Hospital for the Paralysed and 
Epileptic. With Plates and Engravings. 8vo, 3s. 6d. 

Diseases of the Nervous System. Clinical 

Lectures. By Thomas Buzzard, M.D,, F.R.O.P., Physician to the 
National Hospital for the Paralysed and Epileptic. With Engravings. 
8vo, 15s. 

By the same Author. 

Some Forms of Paralysis from Peripheral 

Neuritis ; of Gouty, Alcoholic, Diphtheritic, and other origin. Crown 
8vo, 5s. 

Also. 

On the Simulation of Hysteria by Organic 

Disease of the Nervous System. Crown 8vo, 4s. 6d. 

Gout in its Clinical Aspects. By J. Mortimer 

Granville, M.D. Crown 8vo, 6s. 

Diseases of the Liver : with and ^vithout 

Jaundice. By George Harley, M.D., F.R.C.P., F.R.S. 8vo, witha 
Plates and 36 Engravings, 21s. 

Rheumatic Diseases (Differentiation in). Bj 

Hugh Lane, Surgeon to the Royal Mineral Water Hospital, Bath, 
and Hon. Medical Officer to the Koyal United Hospital, Bath. Second 
Edition, much Enlarged, with 8 Plates. Crown 8vo, 38. 6d. 
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./- &■ A. ChurchiWi Recent Wm-ks. 
Diseases of the Abdomen, comprising those 

nf the Stnmafli nnd other jurtH ol tlie Allmcntfirj Canal, (Esophoeui, 
F.R.C.P. Fourth B.Ution, Bvo, with 6 PlattJ, 21a. 

On the Relief of Excessive and Dangerous 

TvmpanitM hy PuncPn™ ot the Abdomen. By Sows W. 

M.A., M.D., f'.R.C.P., ConaulUng Physician to St. QeorRe'a HoBpital. 

Headaches : their Nature, Causes, and Treat- 
ment. By W. H. Dai, M.D., Physician to the SsinHrltsn Hospital. 
Fourth H.lit1on. Crown Bvo, with BntfinvinHB, 7b. M. 

Health Resorts at Home and Abroad. By 

M. Ch^htkhis, M.D., Frofesaor oF Therapoutica anil Materia Mecll(- 
li. OlajHow Unh-crtity. Serand Bitillon. Crown Hvo, with Maj 

The Mineral Waters of France, and its 

WintflrlnKatntioiij (Medical Guide to). With a Special Map. " 
VisTHAS, M,D„ Phyaii^lan to the French BnihasBy, anil to the F 
Hospital, London. Second Bdltion. Crown Svo, it. 

Health Resorts of the Canary Islands in their 

Ollmatnlogloal and Medicn! Aspecta. By J. Cl.BiSBV Tavmb, 

M.K.C.S. Svo, a^.M. 

Homburg-Spa : an Introduction to its Waters 

and ttieir use. By Dr. Aknoid Schetklio. Crown Bvo, with Sy- 
noptical Table. 38. Bd. 

Surgery: its Theory and Practice. By William 

J. WiLBHASi. P.H.O.S., Senior AsBistant SurEfon to, anil Let 

on Anatomy at, St, Bartbolamew's Hospital. Filth Edition. ( 
Svo. Willi a.W Engravinifs, IBs. 6d. 

Surgical Emergencies : together with the 

BniKrgcnclea attenilant on Parturition and the Treatment of PoIbo 
ing. By W. Paul Swain, F.R.C.S., Surgeon to the South Dcvc 
and Baat Oorawall Hoapibtl. FcurCh BdiUon. Crown Bvo, with 1: 




J. & A. ChnrchilVs Recent Works, 
Operations on the Brain (a Guide to). £y 

Alec F&aseb, Frofetsor of Anatomy, Boyal College of Surgeons 
in Ireland. Illustrated by 42 life-size Plates in Autotype, and 2 
Woodcuts in the text. Folio, 638. 

Surgery. By C. W. Mansell MouUin, M.A., 

M.D. Oxon., F.B.C.S., Surgeon and Lecturer on Physiology to the 
London Hospital. Large 8vo, with 497 Bngravings, 34s. 

A Course of Operative Surgery. By Chris- 

TOPHEB Heath, Surgeon to University College Hospital. Second 
Edition. With 20 Coloured Plates (180 figures) from Nature, by 
M. LivEiLiJ, and several Woodcuts. Large 8vo, 30s. 

By the same Author, 

The Student's Guide to Surgical Diagnosis. 

Second Bdition. Fcap. 8vo, 6s. 6d. 

Also. 

Manual of Minor Surgery and Bandaging. For 

the use of House-Surgeons, Dressers, and Junior Practitioners. Tenth 
Bdition. Fcap. 8vo, with 158 Engravings, 6s. 

Also, 

Injuries and Diseases of the Jaws. Fourth 

Edition. ByHsNBY Peboy Dean, M.S., F.B.C.S., Assistant Surgeon 
to the London Hospital. 8vo, with 187 Wood Engravings, 14s. 

Al80» 

Lectures on Certain Diseases of the Jaws. 

Delivered at the R.C.S., England, 1887. 8vo, with 64 Engravings, 
28. 6d. Also. 

Clinical Lectures on Surgical Subjects. De- 
livered in University College Hospital. Fcap. 8vo, with 23 En- 
gravings, 6s. 

The Practice of Surgery : a Manual. By 

Thomas BBYAirr, Consulting Surgeon to Guy's Hospital. Fourth 
Edition. 2 vols, crown 8vo, with 750 Engravings (many being 
Coloured), and including 6 chromo plates, 32s. 

By the same Author, 

On Tension : Inflammation of Bone, and Head 

Injuries. Hunterian Lectures, 1888. 8vo, 6s. 

Diseases of Bones and Joints. By Charles 

Macnamaba, F Jl.C.S., Surgeon to, and Lecturer on Surgery at, the 
Westminster Hospital. 8vo, with Plates and Engravings, 12b. 
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J. ^ A. Churchill's Recent Works. 



The Surgeon's Vade-Mecum : a Manual of 

Modern Sur«ory. By K. DHUirr, P.H.C.S. Twelfth Bdltlon. .By 
to OtuLring Crusa Huspital. Crown Svo, with 373 EngiavIngB, 16a. 

The Operations of Surgery : intended for use 

on the Se&d lud Living BuLject nllke. By W. H. A. Jacdi 
M.A., M.B., M.Ch. Oxuii., F.Il.C.8,, AsslBlant Siirgeon to, 
LrctHriTonAnatflinyat, Quj'a HospltBl. Third Edition. Sto, 
IllnBtiations. (/i( IJir Prete. 

bOn Anchylosis. By Bernard E. Brodhurst, 
. F.R.C.S., Surgeon to the Soyal OrthoptHlIc Ilusiiital. Fc 
[ BdlCLoD. Svo, with BnenvlngB, Bi. 
By tAe tame Avtlnt. 

Curvatures and Disease of the Spine. Fourth 

Eilltinn, Hvo, with KiiKiniinuB, Ts. M. 

Talipes Equino-Varus or Club-Foot. 8yo, 

"Itii EngravlngH, Ss, Bd. 

Surgical Pathology and Morbid Anatomy. 

By AsTBOKT A. Bnwuiv, P.K.O.S., AisiaWnt Surgeon to St. 
Burthoinn.ew'B HnsplWI. Thlnl Edition. Crown gvo, with 183 
Engnivln^s, IDi. «d. 

Bt) the lams AutHot. 



Illustrations of Clinical Surgery. By 

JojUTHiH Hdtchiuso!!, F.R.8., Senior SurKeon Xo the London 
HotplUl. In 93 fsKlcuU. 6s. Bd. faeb. Faic. I. In X, bound, wiCb 
Appeudli and Index. £( V>a. Fhk. XI. to XXIII, bound, wllb ladax, 
£4)01. 

The Human Foot : its Form and Structure, 

Puni-Cloni and Clothing. By Tho.mis B. Ellix. Cuniulting Su: 
^^ to the Qlouceater Iniirnisry. With 7 PlnCea nnd Ronravlnni (M 

^^ Flgnm), Svo, 7i. Sd. 
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Clubfoot: its Causes, Pathology, and Treat- 
ment. By Wm. Adams, F.R.C.S., Consulting Surgeon to the Great 
Northern and other Hospitals. Second Edition. 8vo, with 106 
Bngravings and 6 Lithographic Plates, 15s. 

By the same Author. 

Lateral and other Forms of Curvature of the 

Spine : their Fa,thology and Treatment. Second Edition. 8vo, with 
5 Lithographic Plates and 72 Wood Bngravings, 10s. 6d. 

Also, 

Contraction of the Fingers (Dupu3rtren's 

and Congenital Contractions): their Treatment by Subcutaneoos 
Divisions of the Fascia, and Immediate Extension. Also on Hammer 
Toe ; its Curability by Subcutaneous Division. And on The Oblitera- 
tion of Depressed Cicatrices by a Subcutaneous Operation. 8vo, with 
8 Plates and 31 Bngravings, 6s. 6d. 

Short Manual of Orthopaedy. By Heather 

BiGO, F.B.C.S.Ed., Part I. Deformities and Deficiencies of the 
Head and Neck. Bvo, 2b. 6d. 

Face and Foot Deformities. By Frederick 

Churchux, cm. 8vo, with Plates and Illustrations, lOs. 6d. 

Royal London Ophthalmic Hospital Reports. 

By the Medical and Surgical Staff. Vol. XIII., Part 4. 8vo, 5s. 

Ophthalmological Society of the United King- 
dom. Transactions. Vol. XIV. 8vo, 12s. 6d. 

The Diseases of the Eye, (Student's Guide 

Series.) By Edwabo Nettlkship, P.R.C.S., Ophthalmic Surgeon 
to St. Thomas's Hospital. Fifth Edition. Fcap. 8vo, with 164 
Engravings and a Coloured Plate illustrating Colour-Blindness. 

7s. 6d. 

Diseases and Refraction of the Eye. By 

N. C. Macnamara, F.B.C.S., Surgeon to Westminster Hospital, and 
GusTAVUS Hartriooe, F.R.C.S., Surgeon to the Boyal Westminster 
Ophthalmic Hospital. Fifth Edition. Crown 8vo, with Plate, 156 
Engravings, also Test-types, 10s. 6d. 

On Diseases and Injuries of the Eye: a Course 

of Systematic and Clinical Lectures to Students and Medical 
Practitioners. By J. B. Wolfe, M.D., F.B.C.S.E. With 10 Coloured 
Plates and 157 Wood Engravings. 8vo, 21s. 
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Normal and Pathological Histology of the! 

Hiiniflii B.vfl anil Byelida. By C. Fhed. Pollocs, M.D., F.Ii.C.S., I 
nnl F.H.S.B., Surgeon for Diseases of the Eye to Andenon's Collegs 1 
Diepenaaiy, GIabkow. Cnvnn gt-o, nitli 100 FlatoB (^M dntirings), lEi. V 

Diseases of the Eye : a Handbook of Ophthal-I 

miiPr»ctfcefarSludenl»anaPrMtitiDners. By G, B. he Schu 

H.D.. ProfesBor or Diseases of Che Eye In tb« Plillsilelphls PolyDllnio. 1 

Atlas of Ophthalmoscopy. Composed of 12 1 

Ohmmo-lithoKTHphle PIbIpb (5» Tlgani drawn from nstu 
Klkplanatnry TVxt. By BicitAHi) LrKBREicH, U.B.C.S. TranilHted by I 
H. HosBOBouHH anmre, M.B. Thini Edition, 4to, lOs. , 

Refraction of the Eye : a Manual for Students. 

By Qu9T«vija Hahthidoe, P.K.C.B., Snrgton tn tha Boysl Wert- I 
mlualer Oplithalmlo Hoipltal. Ssventb Edition. Crown 8v " 
B8 Illuittstlom, «Ibo TMWypcs, ele„ 8s. 
Bu the same Author. 

The Ophthalmoscope : a Manual for Students. I 

Second Edition. Cron-n gva, ivltb 87 IlIuBtmtlonsnn'I 4 PUtea, 4 

Glaucoma : its Pathology and Treatment. By 

FBlicaiLRr Shite, Oplitbalmlc Surgeon to the Queen's Hoipltal, 
Blrmlnghann. Svo, with 61 BnKtnvinKi nnd 1^ Z Inn-photographs. 

Hints on Ophthalmic Out-Patient Practice. 

By CniRLES Hiqqbks, OphCbnlinlc Surgeon to Ouy's Hospital. 

Methods of Operating for Cataract and ] 

By G. JI. FlKK, Surgeon .Captain \a H.M, Imilaii Medical SerHi 



Diseases of the £ye : 

for General PractiUonere and 
M.U,, U.Ch.. Ophtlulmic Surt 
and Womini, Belftut, With a 
U. 6d. 



Practical Handbook I 

Lilenis, By Cecii. EcntRD Soaw, i 
to th« Ulster Hospital for ( 






or Culuur-B1ludne» 



Eyestrain {commonly called Asthenopia). By I 

tBHXBaT Clireb, U.D., E.S. Lond.. SurRcon to the Central IflDdon T 
Oplil.halmln Hospital, Suraeon Bud OpbtlialmlB SurgBon Id tba ■] 
MlUer Huat^taL tivo, wttb IH IllusCrutlons. ht. 
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Diseases and Injuries of the Ear. By Sir 

William B. Dalbt, F.B.C.S., M.B., Consulting Aural Surgeon to 
St. George's Hospital. Fourth Edition. Crown Svo, with 8 Coloured 
Plates and 38 Wood Engravings. lOs. 6d. 

By the $ame Author, 

Short Contributions to Aural Surgery, between 

1875 and 1889. Second Edition. 8vo, with Engravings, Ss. 6d. 

Diseases of the Ear, including the Anatomy 

and Physiology of the Organ, together with the Treatment of the 
Affections of the Nose and Pharynx, which conduce to Aural Disease 
(a Treatise). By T. Mark Hovell, F.B.C.S.E., M.R.C.S.; Aural 
Surgeon to the London Hospital, and Lecturer on Diseases of the 
Throat in the College, etc. 8vo, with 122 Engravings, 188. 

A System of Dental Surgery. By Sir John 

Tomes, F.R.S., and C. S. Tomes, M.A., F.B.S. Third Edition. Crown 
8vo, with 292 Engravings, 15s. 

Dental Anatomy, Human and Comparative : 

A Manual. By Chables S. Tomes, M.A., F.B.S. Fourth Edition. 
Crown 8vo, with 235 Engravings, 12s. 6d. 

A Manual of Nitrous Oxide Anaesthesia. 

By J. Fkedebick W. Silk, M.D. Lond., M.R.C.S., Assistant 
Anaesthetist to Guy's Hospital, Anaesthetist to the Dental School of 
Guy's Hospital, and to the Royal Free Hospital. 8vo, with 26 En- 
gravings, 58. 

Notes on Dental Practice. By Henry C. 

QuiNBY, L.D.S.I., late President of the British Dental Association. 
Second Edition. 8vo, with 92 Illustrations, 8s. • 

Elements of Dental Materia Medica and 

Therapeutics, with Pharmacopoeia. By James Stooksn, 
L.D.S., B.C.S., Pereira Prizeman for Materia Medica, and Thomas 
Gaooes, L.D.S. Eng. and Edin. Third Edition. Fcap. 8vo, 7s. 6d. 

Practical Treatise on Mechanical Dentistry. 

By Joseph Bichardson, M.D., D.D.S. Sixth Edition, revised and 
edited by Geobge W Waeren, D.D.S. Bo3ral 8vo. With 600 Engrav- 
ings, 2l8. 

Leprosy in British Guiana. By John D. Hillis, 

F.B.C.S., M.B.I.A., Medical Superintendent of the Leper Asylum, 
British Guiana. Imp. 8vo, with 22 Lithographic Coloured Plates and 
Wood Engravings, £1 lis. 6d. 
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Papers on Dermatology. By E. D. Mapother, 

M.U., KA-Proi. B.C. S.I. 8vo, an. M. 

Atlas of Skin Diseases. By Tilbury Fox, 

M.D., F.R.C.P. With 72 Cnloured Flatoi. Boyal 41o, haat niorocoo. 

£61}!. 

Diseases of the Skin : a Practical Treatise for 

tbe Uao of Students anrt PmotiHoners. By J. K. Hvuh, A.M., 
M.D.. Froftiior of SkJa and Vpnereal UlsuiBeB, Hush Medical OoIIbbb, 
Chlait{u. eecuud Edillua. Svo, wHb 'i Coluureil PluMi and M EU' 
grBi-inga, 208. 

Sarconia and Carcinoma : their Pathology, 

DiapioaiB, and Treatment. By Hkkhi T. BtmjB, F.R.C.S., AiBiitant 
Surgeou tu St. Ba.rtholnmeK'B Hciepiul. Bvo, with 4 Plates, Si. 
Bn the same Author. 

Malignant Disease of the Larynx (Sarcoma 

And Carcinoma). Svo, with b EngravingB, 5&. 
Alsa. 

Operative Surgery ofMalignant Disease. 8vo,14s. 
Cancers and the Cancer Process : a Treatise, 



^BThe Re-appearance (Recurrence) of Cancer 

alter apparaot BiUrpatlou. Svo, Sa. 6d. 
Alto. 

The Palliative Treatment of Incurable Cancer. 
Diagnosis and Treatment of Syphilis. By 

r lOH BOBISBON, M.D., Pfaysiciaa to St. Juhn'i Hoipilnl For DIkshi d' 

ttheSltln. Crown Bvo, iH.6d. 
By the same Author, 
Iczema : its Etiology, Pathology, and Treat- 
ment. C™wnByo,3..M. ^^^^ 
llustrations of Diseases of the Skin and 
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Cancerous Affections of the Skin (Epithelioma 

and Bodent Ulcer). By George Thik, M.D. Post 8vo, with 8 Bngrav- 
ings, 58. gy ff^g g^^g Author: 

Pathology and Treatment of Ringworm. 

8vo, with 21 Engravings, 5s. 

On Cancer : its Allies, and other Tumours : 

their Medical and Surgical Treatment. By F. A. Pubcbll, M.D., 
M.C., Surgeon to the Cancer Hospital, Brompton. 8vo, with 21 
Engravings, lOs. 6d. 

Urinary and Renal Derangements and Calcu- 
lous Disorders. By Lionel S. Beale, F.R.C.P., F.B.S., Physician to 
King's College Hospital. 8vo, 5s. 

Chemistry of Urine : a Practical Guide to the 

Analytical Examination of Diabetic, Albuminous, and Gouty Urine. 
By Alfred H. Allen, F.I.C, F.C.S., Public Analyst for the West 
Kiding of Yorkshire, &c. 8vo, with Engravings, Ts. 6d. 

Clinical Chemistry of Urine (Outlines of the). 

By C. A. MacMunn, M.A., M.D. 8vo, with 64 Engravings and Plate 
of Spectra, 9s. 

Diseases of the Male Organs of Generation. 

By W. H. A. Jacobson, M.Ch.Oxon., F.R.C.S., Assistant-Surgeon to 
Guy's Hospital. 8vo, with 88 Engravings, 228. 

Atlas of Electric Cystoscopy. By Dr. Emil 

BuRCKHARDT, late of the Surgical Clinique of the University of 
Bale, and E. Hurry Fknwick, F.R.C.S., Surgeon to the London 
Hospital and St. Peter's Hospital for Stone. Boyal 8vo, with 34 
Coloured Plates, embracing 83 Figures. 21s. 

Electric Illumination of the Bladder and 

Urethra, as a Means of Diagnosis of Obscure Yesico-Urethral Diseases. 
By E. Hurry Fenwick, F.B.C.S., Surgeon to London Hospital and 
St. Peter's Hospital for Stone. Second Edition. 8vo, with 54 En- 
gravings, 68. 6d. 

By the same Author. 

The Cardinal Symptoms of Urinary Disease : 

their Diagnostic Significance and Treatment. 8vo, with 36 Illustra- 
tions, 88. 6d. 
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By SIR HENRf 

Diseases of the Urinary Organs. Clinical.^ 

LecCureB. BpRhlh Edition. 8vo. with 121 EnBravIiiea, 10>.6d. I 

Diseases of the Prostate : their Pathology | 

and Trmtmcnt. Sixth Edition. Svu, witli 3il BiigniirD«8, Hi. 1 

Some Important Points connected with the | 

~ lers at tbt- rrinarj Organs. LectnreB dellvpred in tb« K.C.S. r 
ffith 44 BngTftvlngfi. Stude ' 

Practical Lithotomy and Lithotrity ; or, an J 

Inquiry into the Bi^st Model of Heniuviug Stune (roni tl.e Binjlder. 
Third Billion. 8vd, Kit 

The Preventive Treatment of Calculous Dis- 



^^ Tumours of the Bladder : their Nature, Sym 
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The Suprapubic Operation of Opening the 
Introduction to the Catalogue; being Notes 

I The Surgical Diseases of the Genito- Urinary 
Organs, includiDg Bypbtlis, B; E. L, Ketes, M.D, 
Opuitu-UHnHry SiirgtiTy, Svpliidlogy, Jind Deniuitolof 
HosplUl Medioil College. New York (h revislnn ot Van Bursk and: 
KKyKS* Teit-bnok). Roy. ivo, witb 111 BagmrlnKa, Vh 
Lectures on the Surgical Disorders of the 
Lrlnnry Qrgani. ByBKOinuj) HiBKiaoN. F.R.O.S., SurgHii 
Peter's tlosplUl. Fourth Gdltian. Src, with IM Engravini;!, 
Syphilis. By Alfred Cooper, F.R.C.S., Senior 
HurisMQ to St. Marki. Hrapitiil (or Fiatiila. St-cond Blilion. ~" " 
hy EuwiKi] Ccj'lTKKHli. F.M.C.ti.. Surueon (ouSjatlonta) 
LdiiiIuu Luek Uimpltill. !i\-o, wltli :!4 Full-pu^e FlatL-a(Ucul 
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Diseases of the Rectum and Anus. By Alfred 

CooPEB, F.R.O.S., Senior Surgeon to St. Mark's Hospital for 
Fistula; and F. SwiKFORD Edwards, F.B.C.S., Senior Assistant 
Surgeon to St. Mark's Hospital. Second Edition, with Illustrations. 
8vo, 128. 

Diseases of the Rectum and Anus. By 

Harrison Gripps, F.B.C.S., Assistant Surgeon to St. Bartholomew's 
Hospital, etc. Seoond Edition. 8vo, with 13 Lithographic Plates and 
numerous Wood Engravings, 12s. 6d. 

By the same Author, 

Cancer of the Rectum. Especially considered 

with regard to its Surgical Treatment. Jacksonian Prize Essay. 
Third Edition. 8vo, with 13 Plates and several Wood Engravings, 6s. 

The Diagnosis and Treatment of Diseases of 

the Bectum. By William Allikgham, F.B.G.S., Surgeon to St. 
Mark's Hospital for Fistula. Fifth Edition. By Herbert Wm. 
Allingham, F.B.C.S., Surgeon to the Great Northern Central Hospital, 
Demonstrator of Anatomy at St. George's Hospital. 8vo, with 53 
Engravings, lOs. 6d. 

A Medical Vocabulary : an Explanation of all 

Terms and Phrases used in the various Departments of Medical Science 
and Practice, their Derivation, Meaning, Application, and Pronuncia- 
tion. By B. G. Mayne, M.D., LL.D. Sixth Edition, by W. W. 
Wagstaffe, B.A., F.B.C.S. Crown 8vo, 10s. 6d. 

A Short Dictionary of Medical Terms. Being 

an Abridgment of Mayne's Vocabulary. 64mo, 2s. 6d. 

Dunglison's Dictionary of Medical Science. 

Containing a full Explanation of its various Subjects and Terms, 
with their Pronunciation, Accentuation, and Derivation. Twenty- 
first Edition. By Bichard J. DuiroLisoN, A.M., M.D. Boyal 8vo, 30s. 

Terminologia Medica Polyglotta : a Concise 

International Dictionary of Medical Terms (French, Latin, English, 
German, Italian, Spanish, and Bussian). By Thbodobb BiAXWSLL, 
M.D., B.Sc, F.B.C.S. Edin. Boyal 8vo, 16s. 

A German- English Dictionary of Medical 

Terms. By Frederick Treves, F.B.C.S., Surgeon to the London 
Hospital ; and Huoo Lang, B.A. Crown 8vo, half-Persian calf, 128. 
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Chemistry, Inorganic and Organic. With Ex- 

twrimemi. Ily Oharles L. Bloiim. Eighth Edition, h^ 
MlLLiB Thowsos, ProfiHsot ol CliEmiBtry in King's College, I 
und Abthur G. Bioxjlsi. Head of Cho CJiBiulsliry Dtenjtmei 
Hol.ismithB- Institute, New c™«. 8vo, with 281 Bngraviogs, : 
By the same AulliBr. 
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Chpmlstry Normal School of Sciencie, South KenBiogton. 

BditioK. 

Inorganic Chemistry, Crown 8yo, 8s. 6d 
Organic Chemistry. Crown 8vo, 10s. 
Practical Chemistry, and Qualitative Analysis. 

By FlUBK Olowbs, D.So. Lond., Protesaor ol Chemiatrr '- "" 
Uolvenity College, Nottingham. Sixth BdlUon. Fost Svo, 



Quantitative Analysis. By Frank 

\1 Department, Sout 



NottlnghiUn, a 
Head of the CI 
Ihinl Edition. 



Clowes. 

!ity College, 
C. Sul. Dublin; 
lion PoIytechnlD. 



Elementary Qualitative Analysis. With 40 
Qualitative Analysis. By R. Fresenius. Trans- 

kitfd hy CB1HI.E9 E. Grovks, F.K.S. Tenth Bdltion. Svo, with 
Coioureil Plate of Spectra mid M BagiaiiDgs, lii. 
By the ^oni Authar. 

Quantitative Analysis. Seventh Edition. 

Vol. I., Translated by A, Vaohbr. Svo, with ] 




J, if A, ChurchilVs Recent Works. 
Inorganic Chemistry. By Edward Frankland, 

Ph.D., D.C.L., LL.D., F.R.S., Professor of Chemistry in the Normal 
School of Science, and Fbangis B. Japp, M.A., Ph.D., f'.I.C, F.B.S., 
Professor of Chemistry in the University of Aberdeen. 8vo, with 
numerous Illustrations on Stone and Wood, 248. 

Inorganic Chemistry (A System of). By 

William Ramsat, Ph.D., F.B.S., Professor of Chemistry in the 
University College, London. 8vo, with Engravings, 15s. 

By the same Author. 

Elementary Systematic Chemistry for the Use 

of Schools and Colleges. With Engravings. Crown 8vo, 4s. 6d.; 
Interleaved, 58. 6d. 

Valentin's Qualitative Chemical Analysis. 

Eighth Edition. By Dr. W. B. Hodgkinson, F.R.S.E., Professor of 
Chemistry and Physics at the Royal Military Academy, and Artillery 
College, Woolwich Svo, with Engravings and Map of Spectra. 

88. 6d. 

Analytical Chemistry. Notes for Students in 

Medicine. By Albert J. Bernays, Ph.D., F.C.S., F.I.C., late Pro- 
fessor of Chemistry, etc., at St. Thomas's Hospital Medical School. 
Third Edition. Crown 8vo, 48. 6d. 

Commercial Organic Analysis : a Treatise on 

the Properties, Modes of Assaying, Proximate Analytical Examination, 
etc., of the various Organic Chemicals and Products employed in the 
Arts, Manufactures, Medicine, etc. By Alfred H. Allen, F.I.C, 
F.C.S., Public Analyst for the West Biding of Yorkshire, etc. 

Vols. I. & II. — Third Edition. [PrepaHng. 

Vol. III.— Part I. Aromatic Acids, Tannins, 

Dyes, and Colouring Matters. Second Edition. Svo, 14s. 

Part II. Amines arid Ammonium Bases, 

Hydrazines, Bases from Tar, Vegetable Alkaloids. Second 
Edition. 8vo, ISs. 

Volumetric Analysis (A Systematic Hand- 
book of) ; or the Quantitative Estimation of Chemical Substances by 
Measure, applied to Liquids, Solids, and Gases. By Frakcis Sutton, 
F.C.S., F.I.C, Public Analyst for the County of Norfolk. Sixth 
Edition. Svo, with 102 Engravings, 17s. 6d. 
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Chemical Technology: or, Chemistry in its 

Ghoves, F.B.S., iiml Wiu.IAU TiMHl', B.Sc. 

"Vol. I. — Fuel and its Applications. By E. J. 

M11.IJ, D.Sc, r.B.S,. «nd P. J. Uowas. C.H. lloyal Ivo, wltJ) 
6ueBngnving>, 301, 

Vol. II.— Lighting, Fats and Oils, by W. Y. 

Deiit, SiEiitraK IsnuBTRT, by J. McArthl-b. CinnLE M1.11D- 
riCruSE, hy L. FlBUi and F, A. FlElD. Tkk PKTHni.BUM 

ISllUSrBY ABU L*«PB, liy BnVEBTDB Rkdwood. MlBEKS' SiFETT 

I^MPa, LyB. Redwood biuI D. A. Louis. Boyal Bvo, vrilb SH 
EugrAvkiign Kud Mnp, 3Db. 

Cooley's Cyclopaedia of Practical Receipts, 

Hn<i Tradei: incliidtng ModloinB, Fliannauy, HyeieQu.snd Doraestlo 
Beoncmy. Seventh EdlUoti, by W. North, M.A. Canib.. F.C.B. 
U Vols., Kdj. a«a. with ail BaKTBviDgB, -UM. 

Chemical Technology : a Manual. By Rudolf 

VON VfiiivtiB. Tnmilatfiil Bad Edited by William Crooees, F.K.B., 
(ram the ThErtei'iitli BnlsTKScl Qennoji BiUUod bb pemodelkil by Dr. 
FumiimBD FiscHCB. 8vo, with fiW BDBraviDe". 32s. ' 

Technological Handbooks. Edited by John 

GlRUNEB, F.l.C, F.O.S.. Bnd JlHEB Cauiukin, F.l.C. 

Brewing, Distilling, and Wine Manu- 
facture. Crown Bvn, with BnjpuvlnKi, 61. M. 
Bleaching, Dyeing, and Calico Printing. 

Witb Porniul*. Crown 8vo. with BaKravlDg., 61. 

Oils, Resins, and Varnishes. Crown 8vo, 
Soaps and Candles. Crown 8vo, with 54 En- 
Methods and Formulee used in the Preparation 

I eluding the atnlning qJ Bnoteria. By Peter Wv.rr ijuiBE, P.L.8. 

Crown Svo,3B.6d. 
The Quarterly Journal of Microscopical Science. 
Billifld by B. E*T LijntESTHK, M,A.. LL.D., F.R.S. 1 with the at- 
openitlun of Adam Skdawice, U.A.. P.H.S., and W. F. K. Weukjm, 
H.A.. P.R.S. Btch Numlwr. IO3. 
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The Microscope and its Revelations. By the 

late William B. CABPBarrsB, C.B., M.D., LL.D., F.R.S. Seventh 
Bdition, by the Bev. W. H. Dallingbb, LL.D., F.B.S. With 21 
Plates and 800 Wood Bngravings. 8vo, 268. Half Calf , 308. 

The Microtomist's Vade-Mecum : a Handbook 

of the Methods of Microscopic Anatomy. By Abthub Bollbs Lee. 
Third Edition, Svo, 148. 

Photo- Micrography (Guide to the Science of). 

By BowASD C. BousFiELD, L.B.O.P. Lond. Svo, with 34 Engravings 
and Frontispiece, Gs. 

An Introduction to Physical Measurements, 

with Appendices on Absolute Electrical Measurements, etc. By Dr. 
F. KouLRAUSCH, Professor at the University of Strassburg. Third 
Edition, translated from the seventh German edition, by Thomas 
HuTCHiNSOif Waller, B.A., B.Sc., and Hensy Richabdson Pboctsb, 
F.I.C., F.C.S. Svo, with 91 Illustrations, 12s. 6d. 

Tuson's Veterinary Pharmacopoeia, including 

the Outlines of Materia Medica and Therapeutics. Fifth Edition 
Edited by James Bayne, F.C.S. , Professor of Chemistry and 
Toxicology in the Royal Veterinary College. Crown Svo, 78. 6d. 

The Principles and Practice of Veterinary Medi- 
cine. By William Williams, F.B.C.V.S., F.B.S.E., Principal, and 
Professor of Veterinary Medicine and Surgery at the New Veterinary 
College, Edinburgh. Seventh Edition, Svo, with several Coloured 
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